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ABSTRACT 
Providing high quality and safe emergency care to patients in rural communities has 
become a complex and challenging problem.  In the face of workforce shortages in emergency 
medicine, advanced practice providers (APPs) including nurse practitioners (NPs) and physician 
assistants (PAs) are being utilized to provide emergency care in rural hospitals.  Authorities have 
recommended that APPs have specific experience or specialty training in emergency care 
(American College of Emergency Physicians [ACEP] Emergency Medicine Practice Committee, 
2012).  Despite these recommendations, there are few programs in the United States to formally 
educate APPs to the emergency care setting.  This practice improvement project (PIP) identified 
current methods and gaps in education for APPs new to rural emergency care.     
A needs assessment was conducted in critical access hospital (CAH) emergency 
departments in central Minnesota.  APPs were asked about previous experiences, current 
methods of emergency care education, and to prioritize educational needs.  The findings revealed 
that APPs without previous advanced practice emergency care experience are being employed in 
rural CAH emergency care settings.  Length of orientation varied from less than a week up to 
three months.  Priority education needs identified by APPs in rural emergency care included 
trauma, cardiopulmonary disorders, fracture management, sepsis, and neurological disorders. 
Based on needs assessment results, a self-directed adult and pediatric trauma module was 
developed as one component of a comprehensive emergency care curriculum.  During 
implementation and evaluation of the module, APPs and stakeholders from one rural CAH 
offered unanimous positive feedback that the adult and pediatric trauma would be helpful for an 
APP beginning practice in a rural emergency care setting. 
 iv 
The PIP provided a glimpse into the educational backgrounds and experiences that APPs 
bring to the rural emergency care role.  A wealth of high quality, online, and free material was 
compiled during the creation of a self-directed learning module for APPs in rural emergency care 
settings.  Continued development of self-directed learning modules as part of the emergency care 
curriculum is recommended.  Other areas that should be explored include providing learning 
opportunities within a larger volume emergency room, simulation, and periodic workshops or 
conferences.  
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CHAPTER ONE. INTRODUCTION 
 Background 
Providing high-quality and safe emergency care to patients in rural communities has 
become a complex and challenging problem.  In the United States, nearly 20% of the population 
resides in rural areas (United States Census Bureau, 2010).  Unfortunately, only 10% of 
physicians in the United States practice in rural settings (House Committees on Ways and 
Means, Energy and Commerce, and Education and Labor, 2010).  Other problems for rural 
America include a growing elderly population, declining reimbursement, unpredictable patient 
volumes, lack of specialty services, outdated equipment, and a health care workforce nearing 
retirement (American Hospital Association, 2011).  Further, it is anticipated that the Affordable 
Health Care Act will impact all aspects of health care as millions of uninsured Americans will 
have increased access to affordable, quality health care coverage (Hoyt & Proehl, 2012).  
Collectively, these issues can influence the safety and quality of health care in rural America.   
In recognition of the problems confronting rural hospitals, Congress enacted the CAH 
program in 1997 to preserve access to health care for patients living in rural communities 
(Balanced Budget Act, 1997).  Hospitals that convert to CAH designation receive special 
reimbursement rates based on costs for inpatient and outpatient services.  To maintain the CAH 
designation, a rural hospital must be a not-for-profit hospital, located in a geographically isolated 
location, provide 24-hour emergency services, and meet certain criteria for inpatient acute care 
beds and length of stay.   
As an approach to the problems facing rural America, health care organizations and 
hospitals are exploring and utilizing new models for providing rural emergency care.  A 
predominant theme in the literature involved increased utilization of APPs such as NPs and PAs.  
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Inpatient services, including emergency care, are increasingly being provided by non-physician 
providers such as NPs and PAs (Minnesota Department of Health, 2011).  In 2009, 
representatives of leading emergency medicine organizations met for the Future of Emergency 
Medicine Summit (Schneider et al., 2010).  Attendees agreed that physician supply shortages 
will continue to contribute to a situation where providers, including NPs, PAs, and physicians 
outside of emergency medicine, will be a necessary part of the workforce.  The American 
Hospital Association (2011) stated, “many rural hospitals depend heavily on nurse practitioners 
and other midlevel health professionals to provide primary care” (p. 10).  In a recent study of 
emergency departments in Washington and Oregon, Abbott, Schepp, Zierler, and Ward (2010) 
noted that 58% of hospitals used either NPs or PAs in the emergency department.  A ten year 
national study sampling emergency departments from 1995 to 2004 found that physicians were 
still seeing the majority of patients; however, the percentage seen by PAs had more than doubled 
(Hooker, Cipher, Cawley, Herrmann, & Melson, 2008).  Casey, Wholey, and Moscovice (2008) 
discovered that hospitals with lower emergency department volumes were more likely to utilize 
NPs and PAs with a physician on call.  The Center for Disease Control and Prevention (2013) 
reported an increase in emergency department visits in which a patient was seen by NPs or PAs 
without a physician present from 7% in 2000 to 17% in 2010.         
 In 2012, the ACEP Emergency Medicine Practice Committee created an information 
paper as a resource to emergency physicians and hospitals on the use of NPs and PAs in 
emergency medicine.  The committee recognized that APPs are being utilized to fulfill a need for 
emergency medicine providers in the face of significant workforce shortages in emergency 
medicine.  While a policy statement by the ACEP Board of Directors (2013) has clearly stated 
that PAs and advanced practice registered nurses do not replace the medical care and expertise 
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provided by emergency physicians, they acknowledged that APPs serve a valuable purpose in 
meeting the needs of the population.  The ACEP Board of Directors (2013) recommended that 
PAs and advanced practice registered nurses “have or acquire specific experience or specialty 
training in emergency care, and should receive continuing education in providing emergency 
care” (p. 1).  Successful completion of education and certification as a PA or advanced practice 
registered nurse “does not guarantee competency in emergency care” (ACEP Emergency 
Medicine Practice Committee, 2012, p. 2).  Additionally, this opinion was voiced in the 
consensus document from the Future of Emergency Medicine Summit in 2009:    
One potential safeguard to help ensure an optimal level of patient care would be 
the establishment of guidelines or standards for basic procedural and cognitive 
skills for all emergency providers.  Training and competency assessment 
programs could be established, ensuring a basic level of care for communities 
without access to emergency  medicine residency-trained/board certified 
emergency physicians.  (Schneider et al., 2010, p. 333) 
Williams, Ehrlich, and Prescott (2001) advised that academic health centers develop regional 
training and educational programs to meet the needs of rural emergency practitioners including 
NPs and PAs.   
Despite recommendations to establish educational programs for APPs, there are few 
educational programs in the United States that formally educate APPs to the emergency care 
setting.  For NPs, there are currently only seven emergency care nurse practitioner programs 
available (Emergency Nurses Association [ENA], 2015).  In 2002, a study by Cole and Ramirez 
found that the majority of NPs practicing in emergency care were family nurse practitioners 
(FNPs).  While the study is over ten years old, a similar study is yet to be done.  While some 
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FNP programs include a clinical experience in emergency medicine, the focus is primary care.  
In 2008, the ENA developed a list of competencies and skills for NPs beginning practice in an 
emergency care setting.  The competencies could be achieved through completion of an 
academic course, continuing education, and on-the-job instruction.  In 2013, the American 
Nurses Credentialing Center developed an Emergency Nurse Practitioner Certification through 
portfolio and peer review.  The portfolio includes resume, professional development record, 
exemplar narratives, and evaluations.  The certification is for those already practicing 
successfully in emergency care.   
For PAs, the training is focused on primary care with a four to six week clinical rotation 
in emergency medicine (Bednar, Atwater, & Keough, 2007; Cawley & Hooker, 2013).   
Additionally, postgraduate programs for emergency care have been developed (ACEP 
Emergency Medicine Practice Committee, 2013; Salyer, 2008).  Currently, there are 26 
postgraduate programs for PAs in emergency medicine listed on the Society of Emergency 
Medicine Physician Assistants (SEMPA) website (2013a).  In the armed services, PAs will 
typically receive specialty training in emergency care (Salyer, 2002).  In the air force, one-year 
fellowships are offered in emergency care.  SEMPA has listed scope of practice examples for 
PAs in emergency medicine dependent upon state regulations, facility policy, expertise of the 
PA, and determination of the supervising physician (2013b).  PAs with advanced knowledge and 
experience in emergency care can earn a certificate of added qualification (CAQ) through the 
National Commission on Certification of Physician Assistants (n.d., Emergency medicine CAQ).  
The CAQ is for those PAs who have developed advanced knowledge in emergency medicine.  
Ways to develop qualifications include ongoing emergency medicine training and continuing 
education, experience in emergency medicine, or graduating from an emergency medicine PA 
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residency (SEMPA, 2013b).  The CAQ is not an entry level certificate.  With increasing use of 
APPs in rural emergency care settings and few formalized educational programs in emergency 
care, it is important to identify what type of education APPs are receiving in order to provide 
safe, high-quality emergency care.  
Problem Statement 
 APPs may not be adequately prepared to practice safe and competent emergency care in a 
rural setting.  
Significance of Project 
A comprehensive and critical evaluation of the literature demonstrated the need for 
emergency care education for APPs in rural emergency departments.  There were few formalized 
educational programs and residency programs for APPs in emergency care.  Despite the lack of 
educational programs, rural hospitals have utilized APPs to meet patient needs in an era of 
provider shortages.       
Purpose 
 The purposes of the PIP were to identify current methods and gaps in education for APPs 
new to rural emergency care and to utilize the information to create a self-directed learning 
module as one component of a comprehensive educational curriculum for APPs beginning 
practice in rural emergency care settings.     
Project Objectives 
 The primary objectives of the project were to: 
 assess previous experiences of APPs prior to beginning practice in emergency care; 
 identify current methods of APP education or training to emergency care; 
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 summarize and prioritize recommendations for education and potential areas for 
improvement from APPs practicing in emergency care; and  
 create, implement, and evaluate a self-directed learning module as one component of 
a comprehensive educational curriculum for APPs beginning practice in rural 
emergency care settings. 
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CHAPTER TWO. LITERATURE REVIEW AND THEORETICAL FRAMEWORK 
Overview 
Surprisingly little information can be found about the educational preparation of APPs 
beginning practice in rural emergency care settings.  Further, because certification in emergency 
care is not a mandatory requirement, ascertaining exact numbers of APPs who practice in 
emergency care is very difficult.  The few articles that exist clearly identify a need for 
developing specialized education and training for APPs in emergency care.     
ACEP has strongly recommended that advanced practice registered nurses and PAs have 
specific experience or specialty training in emergency care (ACEP Board of Directors, 2013; 
ACEP Emergency Medicine Practice Committee, 2012).  Other than ACEP, perhaps the 
strongest recommendation in the literature for specialized training for NPs in emergency care 
came from Ramirez, Tart, and Malecha (2006).  Their research examined treatment 
competencies for NPs in emergency care.  A total of 582 NPs were surveyed on entry-level 
competencies in procedures that a practitioner in the emergency care setting should be expected 
to perform.  There were 42 certified emergency nurse practitioners (ENPs) included in the study.  
Ramirez, Tart, and Malecha (2006) found that family and acute care NPs did not have entry-level 
competence to perform many invasive emergency care procedures such as intubation, 
arthrocentesis, lumbar puncture, and needle thoracotomy.  The researchers stressed, “Just family 
training or just acute care training is not a strong enough base for a competent NP in the ED” 
(Ramirez, Tart, & Malecha, 2006, p. 357).  They further stated, “the essence of emergency care 
is being prepared for any possible presentation” (p. 357).  Three educational options for 
emergency care were given including (1) on-the-job training for the specialty of emergency care, 
(2), a post-masters educational program specialized in emergency care, or (3) a family or acute 
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care NP program incorporating emergency competencies above and beyond the baseline 
education focus.           
In a 2006 United Kingdom (UK) study, Griffin and Melby surveyed emergency nurses, 
general practitioners, and senior house officers in the emergency department regarding use of 
NPs.  Griffin and Melby (2006) found that 91% of respondents thought there should be a 
standardized course for practicing in emergency medicine. In general, the NP role in the UK 
differs from the US in regards to marked variability in training, role definition, responsibilities, 
and a lack of formal recognition (Morgan, 2010).  Further, the UK has no formal preparation, 
formal qualifications, or continuing professional development for NPs in emergency care.  The 
findings by Griffin and Melby (2006) reinforced the importance of educating APPs specifically 
to emergency medicine. 
“Baptism by fire!” was how two NPs described their orientation process experience to 
trauma care in a small study by McKay in 2006.  In conducting the literature review, the author 
was not able to find any articles about the orientation process for NPs providing trauma care.  
McKay (2006) found that certifications in Advanced Trauma Life Support and Trauma Nursing 
Core Courses were part of the orientation process in half of the respondents.  The length of 
orientation was variable from 2 to 90 days.  No respondents had a formal checklist.  There were 
concerns with the wide variability in orientation potential contributing to a liability risk.  McKay 
(2006) strongly recommended a formal orientation program to trauma care.   
A qualitative study by Henry and Hooker (2007) utilized interviews to determine factors 
of retention for PAs in remote locations.  Henry and Hooker (2007) found that, in order to 
increase retention rates, PAs would benefit from additional training, particularly in emergency 
medicine.  The sample was small using interviews with eight PAs. 
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One study was specific to CAHs in one Midwestern state (Barneson & Morris, 2011).  
The authors noted that 40.5% of the 37 CAHs utilized NPs.  The 19 NPs surveyed in the same 
study identified topics that would have been useful in their education which included 
management of chest pain, heart failure, pneumonia, and diabetes.  Barneson and Morris (2011) 
recommended that NPs receive education and training to manage health care needs in rural 
hospitals. 
Wilbeck (2013) cautioned medical directors to hire only NPs who are adequately 
prepared, both with education and certification credentials, for ENP practice.  Her specific 
recommendations were to create more ENP specific programs.      
With the increasing use APPs in rural emergency care, it was important to identify 
current methods of education and training to this setting.  Few specific orientation programs 
were mentioned in the literature.  Other educational themes identified included building on 
previous experiences, preparation in formal educational programs, emergency certifications, on-
the-job training, regionalized models of care, and residency programs.       
Emergency Care Education 
Orientation programs 
There was a paucity in the literature regarding actual orientation programs for APPs in 
emergency care.  No orientation programs for PAs were found in the literature.  A few studies 
relating to NP orientation were found.  One hospital in the UK implemented a “training package” 
when NPs were introduced to the hospital in 1992 (Bache, 2001).  The orientation consisted of 
lecture days on a variety of topics with a concluding post-test.  The new NP would attend the 
teaching sessions regardless of experience.  Topics included anatomy and physiology, wound 
care, suturing, and fracture care.  They also incorporated an annual update.  Bache (2001) 
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identified a wide variation in experience and training in the UK literature going back to the 
1990’s. 
In 2010 Yeager published a complete orientation program for NPs for a trauma service.  
The site for the program was a tertiary hospital inpatient setting with availability of specialists 
and residents.  While parts of the program could be adapted to an emergency care setting, many 
aspects would not apply to sole APP coverage in a rural setting (Yeager, 2010).  A recent article 
from Canada recommended a 12-week minimum orientation period for a NP in an urban 
emergency department (Dimeo, 2012).  To achieve competency, the new NP would begin with a 
defined subset of patients.  The content included in the orientation was not mentioned.  The NP 
was not a sole provider in the urban emergency care setting, but rather providing care in peak 
hours of high-volume days (Dimeo, 2012). 
There were two small pilot studies examining competence levels in NPs in emergency 
care prior to and after an educational program.  The pilot studies were not actually orientation 
programs but included intensive educational sessions in areas of emergency care.  Mason, 
Fletcher, McCormick, Perrin, and Rigby (2005) implemented a small pilot study of 17 NPs in the 
UK to identify competence levels of NPs in emergency care prior to and after an educational 
program.  The researchers found significantly improved performance between assessment 
periods after an educational program which included two study days, a series of weekly 30 
minute NP peer teaching sessions, and one-to-one teaching sessions with senior emergency 
department staff including specialist physicians and nurse consultants.  The assessment included 
written tests and clinical skill stations.  The NPs had highlighted areas of need through the use of 
an Objective Structured Clinical Examination (OSCE) assessment prior to program development 
(Mason et al., 2005). 
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Another pilot study by Chang et al. (1999) was undertaken in Australia to investigate  
whether NPs were able to provide blunt limb trauma and open wound care in rural and isolated 
settings.  The NPs were experienced emergency nurses.  An educational program was 
administered from experienced medical staff, nurses, and academic faculty from a university.  
The program included intensive series of lectures coupled with supervised practice for four 
months in the selected competencies.  Outcomes were compared with resident medical officers.  
There were no differences between the NPs and resident medical officers when comparing 
clinical outcomes, client satisfaction, and perceived self-evaluations of competence levels.  
Excluded were children under the age of 10, unstable patients with vital sign alterations, multiple 
trauma, high mechanism of injury, clients with concurrent health problems, and clients requiring 
resuscitation.  There are limitations in applying the study to NPs practicing in the United States 
because the role differs from Australia.  The study by Chang et al. (1999) represented an early 
exploratory pilot of the feasibility for nurses to provide emergency care in rural Australia.  The 
first NP in Australia was appointed in 2001 to practice in a remote area that did not have a 
physician (Australian Nursing Federation, 2012).  While several years old, the study is helpful in 
demonstrating the importance of emergency care education in gaining competence in emergency 
care.   
Previous experience 
There has been a focus on previous work experiences that may prepare an APP to 
practice successfully in emergency care.  Cole and Ramirez (2000) found that 73.6% of 72 NPs 
in emergency care had worked in the emergency department prior to becoming a NP.  Of the 72 
NPs, 65.3% were certified FNPs.  Cole and Ramirez (2002) surveyed another group of 113 NPs 
in a predominantly urban or suburban setting.  All but two of the 81 NPs were FNPs.  The 
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average NP had less than five years of experience in the role.  Overall, the NPs had 13.77 years 
of experience as a registered nurse (RN).  Griffin and Melby’s 2006 UK study mentioned earlier 
noted that 79% of respondents felt that the NP should have at least five years of experience in 
emergency care.  Candidates with emergency care experience have transferable skills for the NP 
role and have better “buy-in” from staff nurses and physicians (Dimeo, 2012).  Ramirez and Cole 
(2004) recommend drawing from NPs with extensive experience as an emergency nurse.  While 
building upon previous RN experience sounds ideal, Wilbeck (2013) cautioned “prior nursing 
experience, while valuable, is not equivalent to advanced practice nursing education” (p. 29).     
Similarly, PAs working in emergency medicine have been more likely to have previous 
experience as an emergency medical technician (EMT) or paramedic (Warner, Booth Lord, 
Zayas, Ruback, & Chandler, 2004).  A study by Warner et al. (2004) surveyed a cohort of 283 
PA graduates from four master’s degree programs.  PAs with at least six months of experience as 
an EMT or paramedic were more likely to be initially employed in emergency medicine.       
Program education 
There are few programs that offer emergency care specific training for NPs or PAs 
(Schneider et al., 2010).   For NPs, there are currently only eight ENP programs available 
(American Academy of Emergency Nurse Practitioners [AAENP], 2015, ENP program info).  In 
2007, there were five postgraduate programs for PAs in emergency medicine (Jones, 2007).  
Today, that number has increased to 26 (SEMPA, 2013a).  There is one doctoral program for 
PAs in emergency medicine offered through a joint venture between the Army and Baylor 
University in Texas (Baylor University, n.d.; Cornell & Schaefer, 2008; Jones, 2007).  
Obviously, the present and future shortages in rural emergency care will far exceed the number 
of graduates from educational programs.        
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A review of the literature suggests that graduating FNPs are at least partly prepared by 
their respective programs to perform some of the competencies outlined by the ENA in 2008.  In 
a 2003 study of 178 FNP program directors, ten procedures were found to be taught by more 
than 50% of the programs (Cole & Ramirez, 2003).  Six of the ten procedures are on the 
emergency care competency list including suturing, interpreting 12-lead electrocardiogram, 
fluoroscein staining of eyes, local infiltration of anesthetics, splinting of extremities, and 
interpretation of arterial blood gases.  Another large study of 562 NPs in 2006 found that only 
10% felt very well prepared for practice after completing basic NP education (Hart & Macnee, 
2007).  Further, 51% perceived that they were only somewhat or minimally prepared (Hart & 
Macnee, 2007).  Some of the areas for which they felt least prepared included coding and billing, 
microscopy, casting, electrocardiograph interpretation, simple office procedures, splinting, 
suturing, management of mental health disease, and radiograph interpretation.  In the study, the 
respondents desired a focus in their education on clinical competencies and relevant clinical 
experiences.  Many of the weakness areas identified by Hart and Macnee (2007) can be found on 
the ENA (2008) entry-level competency list.  In follow up to the 2006 study by Hart and 
Macnee, Hart (2012) sampled 723 NPs in 49 of 50 states.  Only 3.1% of respondents felt very 
well prepared after completion of the initial NP education for practice as a NP (Hart, 2012).  
Over 17% of NPs surveyed either disagreed or strongly disagreed with the statement of “I was 
prepared for entry level NP practice” (Hart, 2012).  Further, during the first year of practice, 
48.75% of respondents felt that they were practicing outside of their competence level.  While 
results from Hart (2012) are a sneak preview with the final study pending publication, it is 
evident Hart’s findings have significant implications for graduate NPs who hope to practice in 
rural emergency care settings.   
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There were no studies found that correlated PA program experiences with being prepared  
for practice in emergency care.  In their review of PA education, Bednar et al. (2007) concluded 
that PA education is modeled after physician training with anatomy, physiology, 
pathophysiology, general medicine, skills and procedures, and similar clinical hour requirements.       
Emergency certifications 
A study by Casey et al. (2008) surveyed nursing managers from 408 hospitals across the 
nation with 100 or fewer beds.  A variety of methods were used to staff these hospitals including 
contracted emergency physicians, family physicians and internists on the medical staff, NPs and 
PAs with physician on-call, or a combination of several methods.  Hospitals with lower 
emergency department volumes were more likely to use NPs and PAs.  Training in Advanced 
Cardiac Life Support (ACLS) was the most common among all providers.  Considerably fewer 
providers attended Pediatric Advanced Life Support (PALS), Advanced Trauma Life Support 
(ATLS), and team-based courses of Rural Trauma Team Development Course or Comprehensive 
Advanced Life Support (CALS).  The authors concluded that staff in rural emergency 
departments would benefit from additional continuing education opportunities in trauma care, 
pediatric emergency care, and working effectively in teams.  The Casey et al. (2008) study only 
focused on specialized certification programs and did not include other types of orientation or 
education in emergency care.   
In a previously mentioned study of 19 NPs in one Midwestern state, 57% were certified 
in ATLS, 100% were certified in ACLS, and 42.9% were certified in PALS (Barneson & Morris, 
2011).  The majority of the NPs sampled practiced in a CAH.  Ramirez and Cole (2004) strongly 
encourage NPs in emergency care to have certifications in ACLS, PALS, ATLS, and Certified 
Emergency Nurse Certification.   
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One certification that has been designed specifically for health care providers in rural  
emergency settings is the CALS program (CALS Rural Emergency Medical Education, 2012).  
CALS was developed in Minnesota in 1996 to provide knowledge, hands-on skills training, and a 
universal team approach to care for rural patients (CALS Rural Emergency Medical Education, 
2011).  To date, the course has expanded to include eight states, two Canadian provinces, and 
other countries including Haiti and Kenya (CALS Rural Emergency Medical Education, 2012).               
On-the-job training 
Several studies have demonstrated that the primary learning method for APPs in 
nontraditional settings, such as emergency care, is on-the-job training.  A recent study by 
Keough, Stevenson, Martinovich, Young, and Tanabe (2011) examined NP certification and 
practice sites.  Of the 1,216 NPs surveyed, 5% of FNPs practiced in nontraditional settings such 
as intensive care units or emergency departments.  An expert panel was used to classify the 
nontraditional settings.  The researchers found that of the 5% in nontraditional settings, 75% 
practiced in high acuity emergency departments.  Differentiations between what constituted low 
versus high acuity emergency departments were not given in the article.  Keough et al. (2011) 
noted that the educational preparation for working in nontraditional settings was on-the-job 
training and formal continuing education programs.  Some of the training areas were caring for 
critically ill patients, trauma resuscitation, suturing superficial lacerations, 12 lead-
electrocardiogram interpretation, radiograph interpretation, and central line insertion.  Regardless 
of setting, more than 50% of NPs reported that on-the-job physician mentoring was an important 
source of continuing education.  The implications of the study are significant in identifying and 
addressing gaps in formal education of NPs with continuing education programs and on-the-job 
training for emergency care. 
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Campo, McNulty, Sabatini, and Fitzpatrick (2008) highlighted the procedures and  
education being used by NPs in the emergency care setting and levels of confidence and 
independence.  Campo et al. found that 71% of 423 NPs sampled were RNs in the emergency 
department prior to becoming a NP.  NPs performed 71 procedures in the emergency care setting 
with the majority being performed independently with somewhat to extreme confidence.  The 
researchers stated, “on-the-job training was the means of obtaining the majority of education to 
perform the procedures” (Campo et al., 2008, p. 165).  Not surprisingly, the more frequently the 
procedure was performed, the more independent and confident the NP felt.  The findings were 
not unlike a study by Cole and Ramirez (2000) who found that the majority of NPs learned to 
perform emergency care activities and procedures through on-the-job training and continuing 
education courses.   
Ramirez and Cole (2004) recommended that clinical experience for a new emergency 
provider begin in a fast track setting in which a person can learn to manage patients with non-
urgent conditions and time management skills.  The stepwise learning process recommended by 
Ramirez and Cole (2004) would transition to a moderate flow of patients with urgent 
presentations ultimately culminating in emergent medical problems and trauma.   
Regional models for emergency care  
Many hospitals have utilized a network of collaboration between APPs and emergency 
physicians within larger academic medical centers to provide rural emergency care (Beuning, 
2011; Henderson, 2006; Martinez & Carr, 2013; Schneider et al., 2010).  Smaller rural hospitals 
can benefit from the expertise of emergency medicine residency-trained, board-certified 
physicians through telemedicine, regional educational programs for APPs, distance learning 
technologies, or periodical rotation through the rural sites (Handel & Hedges, 2007; Schneider at 
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al., 2010; Williams, Ehrlich, & Prescott, 2001).  In a survey of 1,555 professionals across the 
nation in 2006, rural and small rural providers of all professions indicated training constraints for 
increasing skills and abilities, keeping up-to-date, and the time to get additional training (Brems, 
Johnson, Warner, & Weiss Roberts, 2006).  Brems et al. (2006) recommended bringing training 
closer to home through flexible delivery methods.  Collaboration with distant specialists, 
telemedicine, partnerships, and having an adequate network of providers to fill rural needs in 
emergency care were recommendations to reduce barriers.  Handel and Hedges (2007) urged the 
development of federally-funded pilot programs to modify the delivery of rural emergency care.  
One model advocated by Handel and Hedges (2007) utilized physicians at an academic medical 
center to oversee APPs in rural emergency departments.  The model would couple recruitment 
and procedural training of APPs with technology to promote early recognition of critical illness 
and facilitate transfers to tertiary centers.             
Residency programs for APPs 
A fairly new concept in emergency care education is that of residency programs.  The 
first NP residency program began in 2007 in Connecticut for newly graduated FNPs (Boyer, 
2012).  For PAs, the first residency began in 1971 in general surgery (Anick, Carlson, & Knott, 
2003).  Today, a multitude of residency programs exist across the nation for NPs and PAs in 
primary and specialty care areas.  Residency programs accept NPs, PAs, or both.  The AAENP 
website has listed seven emergency care postgraduate fellowship programs (2015, Fellowship 
programs).  As mentioned previously, there are 26 postgraduate programs available for PAs in 
emergency medicine (SEMPA, 2013a).  Programs such as Carilion Clinic in Virginia, Mayo 
Clinic in Minnesota, and St. Luke’s University in Pennsylvania have programs which accept 
both NPs and PAs (Carilion Clinic, 2015; Mayo Foundation for Medical Education and 
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Research, 2015; St. Luke’s University Health Network, 2012).  The emergency care residencies 
are postgraduate programs with a focus on clinical experience, mentoring, didactic teaching, and 
skills training specific to the area of focus (Wolfgang, 2013).  Residency programs typically last 
a 12 to 18-month period and some provide a salary to the APP resident.     
APPs have become an important solution to the shortage of providers in rural emergency 
care.  While there are some recommendations for educating APPs to emergency care, 
considerable gaps still exist.   
Adult Learning Theory 
 Newly hired APPs are adult learners.  As such, they are no longer students relying on a 
passing course grade.  The risk of losing a job or failing is not part of the adult learning process 
(Clapper, 2010).   Adult learners are colleagues and partners in the educational process (Lambert, 
2012).  The goal for the new APP is to practice safely, confidently, and independently in a rural 
emergency care setting.  The role of the educator is to facilitate learning experiences and supply 
the tools necessary for the APP to be successful (Knowles, Holton, & Swanson, 2011).  Learning 
experiences must be relevant, meaningful, and fit into the social life context (Clapper, 2010).   
Core principles 
There were several core principles of adult learning theory that influenced the 
implementation of the emergency care educational curriculum.  Adult learning theory, first 
introduced by Malcolm Knowles in the 1970’s, was developed to explain the multifaceted 
phenomenon of adult learning (Knowles et al., 2011).  Core principles of adult learning represent 
a detailed assessment of adult learner needs.  The first principle is the learner’s need to know 
(Knowles et al., 2011).  A major task of the facilitator is to help learners “become aware of the 
need to know” (Knowles et al., 2011, Chapter 4, Section “The Andragogical Model,” para. 1).  A 
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study by Eva, Cunnington, Reiter, Keane, and Norman (2004) found that recognizing and 
communicating one’s own learning deficiencies is extremely difficult.  While it is generally 
assumed that a new APP will inherently desire to learn the new position, relying purely on a self-
assessment may not be accurate.  Self-ratings are generally reliable but cannot be trusted as valid 
(Knowles et al., 2011).  Sargent et al. (2011) noted that learner self-assessment is augmented by 
the level of preparation and engagement of supervisors and peers.  Following the expressed 
needs of the adult learner may not be sufficient as adult learners may tend to stay within their 
comfort zone (Beckman & Birney, 2012).  Adult learners need resources and strategies to assist 
in self-evaluating progress toward personal learning objectives and goals (Birney, Beckman, & 
Wood, 2012). 
The second principle is the self-concept of the learner.  Adult learners have a strong sense 
of personal responsibility for their own lives (Knowles et al., 2011).  In planning an online 
educational program for adult learners, Schultz (2012) noted that adult learners valued ownership 
in course design and the evaluation process.  Previous negative learning experiences can foster 
mistrust, insecurity, and withdrawal (Clapper, 2010).  It is imperative the learning environment 
be positive, nonthreatening, flexible, and informal. 
The third principle, the role of learner experiences, is highly discussed in the literature.  
Because adults have a wider range of individual differences, motivating factors, and experiences, 
a heavy emphasis of adult education should be on individualizing teaching and learning 
strategies (Knowles et al., 2011).  When an educational experience fails to build on the learners 
previous history, material can be repeated which markedly diminishes learner effectiveness and 
efficiency (Goldman, 2009).  Adult learners prefer to create their own “version” of a course 
(Cornelius, Gordon, & Ackland, 2011).  The plan for the emergency care educational curriculum  
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was to offer the APP choices of learning experiences to instill a sense of ownership and personal 
responsibility.       
Fourth, readiness to learn, is influenced by the immediate relevance of learning to the 
work or personal life (Knowles et al., 2011; Schultz, 2012).  Meyer, Lees, Humphris, and 
Connell (2007) found that poor learning transfer occurred when critical care nurses perceived a 
lack of relevant course content.  Training should be easily implemented into a job role and 
address the most present needs (Meyer et al., 2007).  When negotiating educational experiences 
for new APPs, a vital component is matching experiences to the demands of the new position.  A 
study of medical students revealed a strong link between learning activities which built on 
previous experiences and positive outcomes (McNeil, Hughes, Toohey, & Dowton, 2006).   
The fifth core principle of adult learning is orientation to learning.  Learning is most 
effective when applied to real-life situations (Knowles et al., 2011).  Simulation and lab 
environments can enhance learning based on real-life situations (Clapper, 2010; Mahan & Stein, 
2014).  For the emergency care curriculum, the self-directed learning module will complement 
clinical experiences and simulation based on the self-identified needs of the new APP.  As best 
described by Mahon and Stein (2014), adult learners do not want to listen to others tell them how 
important the information is, they want to live it. 
Motivation is the final core principle.  While external rewards such as praise and pay can 
motivate the adult learner, internal rewards are the most important (Knowles et al., 2011; Mahon 
& Stein, 2014).  Some learners highly value the social nature of learning experiences (McNeil et 
al., 2006).  Knowles et al. (2011) noted that the most potent motivators are increased job 
satisfaction, quality of life, and self-esteem.       
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The six core principles of adult learning theory represent a comprehensive assessment of 
adult learner needs.  When assessing the needs of a newly hired APP for the emergency care 
curriculum, inclusion of the core principles of adult learning represents a vital first step. 
Self-directed learning 
 While not a new learning concept, self-directed learning has become a recommended 
educational method for nursing and medical professionals.  Self-directed learning is an 
“approach to learning whereby the structure, planning, implementation, and evaluation of 
learning are initiated by the learner” (Institute of Medicine [IOM], 2009, p. 42).  Self-directed 
learning is an inherent theme throughout adult learning theory (Knowles et al., 2011).  In the 
2009 report Redesigning Continuing Education in the Health Professions, the IOM advocated 
that continuing education be designed for health care providers incorporating areas of adult 
learning, experiential learning, self-directed learning, and critical reflection.  Further, the IOM 
Report suggested utilizing technology including computer-based and internet-based learning 
modes to maximize learning for health care professionals.  In 2010 the American Association of 
Colleges of Nursing (AACN), in joint collaboration with the Association of American Medical 
Colleges, recommended educational curricula that promotes self-directed learning and 
emphasizes information and communication technology to prepare learners throughout their 
careers.   
Self-directed learning has been shown to be an effective method for enhancing 
knowledge and skill development in health care professionals (Cibulka, 2011; McCrystle, 
Murray, & Pinheiro, 2010; Murad, Coto-Yglesias, Varkey, Prokop, & Murad, 2010).  When 
developing a learner-centered geriatrics curriculum utilizing adult learning theory for medical 
students and residents, McCrystle et al. (2010) discovered that medical students and residents 
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were able to prioritize learning needs and identify needs beyond the list offered by faculty.  By 
allowing adult learners to focus on their own priority needs and use a variety of resources, 
McCrystle et al. (2010) were able to meet the needs of several levels of adult learners without 
increasing faculty resources or costs.  Cibulka (2011) created a web-based course on research 
ethics for RNs in an ambulatory care settings.  A clinical experience followed the research ethics 
course.  Cibulka (2011) found the continuing education program to be highly effective for 
knowledge acquisition, satisfaction with learning activities, and increasing confidence in the 
RNs.  Murad et al. (2010) conducted a comprehensive meta-analysis of twenty-five studies 
evaluating the effect of self-directed learning activities on the learning domains of knowledge, 
skills, and attitudes.  The researchers compared the impact of self-directed learning activities to 
traditional didactic teaching methods.  They concluded that self-directed learning activities in 
health professional education were associated with moderate improvement in the knowledge 
domain compared with traditional teaching methods.  Self-directed learning was as effective in 
the skills and attitudes domains.  Moreover, consistent with the core principles of adult learning, 
self-directed learning was more effective in advanced learners in their later years of education 
and when learners could choose their own learning resources (Murad et al., 2010).      
Evaluating the adult learner 
There are a multitude of different ways to evaluate learning in an adult.  In adult learning 
theory, the main purpose of evaluation is to improve teaching and learning, not to justify actions  
(Knowles et al., 2011).  There were several themes of adult learning evaluation in the literature.   
Reactive evaluation 
 Reactive evaluation is obtaining data from the participants regarding likes, dislikes,  
positive, and negative feelings (Knowles et al., 2011).  Reactive evaluation can utilize written  
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forms, interviews, or group discussions (Knowles et al., 2011).  Unfortunately, liking the content, 
educator, or learning opportunity does not correlate with learning.  Lambert (2012) called these 
types of evaluations “happy sheets” (p. 1).  Obtaining numeric data through happy sheets will not 
capture meaningful data about the learning experience (Lambert, 2012).  When reviewing 
articles about evaluation of adult learning, several researchers utilized the reactive evaluation 
approach (Landry, Markert, Kahn, Lazarus, & Krane, 2007; Olson, Stedman-Smith, & 
Fredrickson, 2005; Ruiz et al., 2012).  
Learning contracts   
 A learning contract is advocated by Knowles et al. (2011) to plan learning experiences, 
formulate personal objectives, choose learning strategies, and evaluate accomplishments.  The 
first step in developing a learning contract is to construct a model of competencies (Knowles et 
al., 2011).  Different organizations have developed competencies based on the expectations for 
professional roles.  An example is the competencies for NPs in emergency care outlined by the 
ENA (2008).  Other steps of developing a learning contract are to:  
 specify learning objectives in specific, meaningful terms;  
 outline learning resources and strategies to assist in accomplishing objective;  
 specify evidence that will be collected to demonstrate accomplishment; 
 determine the criteria for which the objective will be judged;  
 review contract with peers, supervisors, or other experts;  
 carry out the contract; and  
 evaluate learning, often with the assistance of a peer or supervisor (Knowles et al., 
2011, Chapter 15). 
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An adult learning contract differs from those in higher-education in that it is driven by the 
learner.  Learning contracts can be used to bridge the gap between current functioning and future 
possibilities (Chen, 2014).  Learning contracts provide a mechanism for negotiating the external 
needs of an organization and the internal interests of the learner (Knowles et al., 2011).  
Critical incident questionnaire 
 A critical incident questionnaire (CIQ) focuses on specific, significant events which 
impacted the learner (Brookfield, 1995; Glowacki-Dudka & Barnett, 2007).  Developed by 
Brookfield in 1995, the CIQ is a short questionnaire designed to promote learner reflection and 
avert potentially poor learning experiences.  The questionnaire asks the learner to reflect on 
moments of feeling engaged, puzzled, surprised, and distant (Brookfield, 1995).  The CIQ has 
not been tested for validity or reliability (Glowacki-Dudka & Barnett, 2007).    
Educational Kanban 
 The Educational Kanban (EK) is a personal log of what the learner has accomplished and 
what must be mastered in the future (Goldman, 2009).  The EK is a continuous, self-appraisal 
tool that travels with the learner across educational experiences (Goldman, 2009).  The EK is 
owned and accessed by the learner.  Inherent in the EK is a collaboration between the learner and 
teacher; there are periodic meetings to review progress.  As described by Goldman (2009), “The 
EK builds on principles of adult learning and cycles from self-assessment to goal setting to 
developing mastery, and ultimately returns to evaluation, and self-assessment” (p. 932).  Re-
diagnosis of learning needs is a fundamental concept of adult education (Knowles et al., 2011).        
Portfolios 
 As a tool used on higher education, portfolios have been a successful method to evaluate  
adult learning (Candela, 2012; McMullan et al., 2003; McNeil et al., 2006).  In nursing  
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education, portfolios can serve several purposes including highlighting achievements for future 
employers, personal reflection, and communicating learning to instructors for summative 
evaluation (Cooke, Walker, Creedy, & Henderson, 2009; Ryan, 2011).  It was difficult to find 
articles describing the use of portfolios in adult learners who have already graduated from a 
formal educational program.  As an evaluation tool, they are typically graded (McMullan et al., 
2003; McNeil et al., 2006).  For an adult learner, the portfolio may be beneficial to highlight 
personal and career aspirations, identify strengths and areas for improvement, and reflect on 
achieved competencies (Joyce, 2005).   
Evaluation tools to capture adult learning are difficult to find.  Tools that are typically 
utilized in formal education such as written tests and OSCEs are not discussed in adult learning 
articles.  Knowles et al. (2011) noted that evaluation in adult learning theory is fraught with 
controversy and challenge.  A multitude of variables and uncertainties can influence adult 
learning (Knowles et al., 2011).  According to Clapper (2010), the focus of adult learning is “not 
on evaluation, but instead on assessment that improves practice” (p. e8).  Written tests and 
generic quantitative evaluation forms may not capture information that adds value to the learning 
process (Lambert, 2012).  There is a movement toward utilizing qualitative methods to identify 
what learners are thinking, feeling, and doing (Knowles et al., 2011). 
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CHAPTER THREE. PROJECT DESIGN  
Needs Assessment Implementation 
Needs assessment instrument 
 The first phase of the PIP was a needs assessment to enhance understanding of APP 
emergency care educational needs.  The needs assessment instrument was created incorporating 
elements from previously developed questionnaire by Ann Marie Hart in 2004 (Hart & Macnee, 
2007).  Permission to adapt the questionnaire was obtained (see Appendix A).  Hart’s 
questionnaire evaluated perceived preparedness of NPs to practice after completing basic NP 
education.  Areas that were utilized from the questionnaire included the educational program 
information, previous experiences, preparation to practice in specific clinical areas, and 
suggestions for improvement.  Hart’s questionnaire was initially reviewed by a panel of NP 
faculty at the University of Wyoming and two external expert advanced practice educator 
researchers for content and validity (Hart & Macnee, 2007).  Early in the process of the needs 
assessment instrument adaptation, a table of competencies was created to evaluate similarities 
and differences between ENA competencies and SEMPA competencies (see Appendix B).  CAQ 
qualifications for PAs were included in the competency table.  The clinical areas from the Hart 
questionnaire were adapted to more clearly define emergency care competencies outlined by the 
ENA and SEMPA.  Additional questions were added to include (a) details about the emergency 
care education provided when hired to the position; (b) certifications such as CALS, ACLS, and 
ATLS; (c) identifying and ranking the top five areas of need based on ENA and SEMPA 
competencies; and (d) preferred methods of learning.  The final part of the needs assessment 
instrument included open-ended, write-in questions soliciting suggestions that would have 
improved preparedness to practice in the emergency care setting.  See Appendix C for the final 
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needs assessment instrument.  Qualtrics software was selected as the method for data collection.  
Qualtrics, an online survey program, was selected because it was readily and freely available to 
the researcher through the North Dakota State University system.  Questions from the needs 
assessment instrument were inserted into the Qualtrics software and logic was added to avoid 
duplication of questions and to individualize questions for either a NP or PA respondent.             
Data sources 
 Ten CAHs were selected for the needs assessment based on location in central Minnesota 
and proximity to the researcher’s primary workplace setting of St. Cloud Hospital.  The 
Minnesota CAHs selected included:  
 Albany Area Hospital and Medical Center, Albany; 
 CentraCare Health, Long Prairie; 
 CentraCare Health, Melrose; 
 CentraCare Health, Monticello;  
 CentraCare Health, Sauk Centre; 
 Glacial Ridge Health System, Glenwood; 
 Lakewood Health System, Staples; 
 Meeker Memorial Hospital, Litchfield; 
 Paynesville Area Health Care System, Paynesville; and  
 St. Gabriel’s Hospital, Little Falls.   
One challenge noted early in the needs assessment process was identifying NPs or PAs who were 
employed in Critical Access Hospital emergency departments in Minnesota.  Unfortunately, 
there are no reporting requirements, formal databases, or required certifications that would aid in 
the process of identifying NPs or PAs who work in Minnesota emergency care settings.  Further, 
 28 
in many rural locations, the role of the APP is multifaceted and may include clinic, nursing 
home, hospital, and emergency care.  A decision was made to utilize emergency department 
directors in the selected CAHs to distribute the needs assessment instrument via email.  Contact 
information regarding the emergency department directors was provided by the Director for 
Emergency and Ambulatory Services at St. Cloud Hospital, St. Cloud, Minnesota.  Prior to any 
collection of data, Institutional Review Board approval was obtained from North Dakota State 
University (see Appendix D).  Institutional Review Board approval was not required from 
CentraCare Health as the needs assessment did not involve interviewing or collecting 
information from patients or reviewing medical records (see Appendix E).  Details regarding the 
project, confidentiality, anonymity, and participant rights were included in the email letter to the 
emergency department directors (see Appendix F) and on the introduction page of the Qualtrics 
needs assessment (see Appendix C).  Completion of the survey was an indication of the APP’s 
consent to participate in the needs assessment. 
Data collection procedures  
 On July 1, 2014 an email letter was sent to nine emergency department directors of the 
selected CAHs (see Appendix F).  For the CentraCare Health, Long Prairie site, email letters 
were sent directly to the APPs employed in the emergency department (see Appendix G).  
Information about the Long Prairie site was known because the researcher was employed within 
the CAH emergency department.  An anonymous link to the Qualtrics needs assessment was 
included in the emails.  Emergency department directors were asked to forward the email to any 
NP or PA who worked at least 12 hours a month in the emergency department.  A request was 
also made to respond by email if the CAH did not utilize NPs or PAs in the emergency 
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department.  A follow up reminder was sent on July 16, 2014.  Data were collected through July 
31, 2014.  As part of the Qualtrics program, data results were easily categorized and interpreted.   
Educational Curriculum for Emergency Care   
 The second phase of the PIP was the creation and implementation of a self-directed 
learning module as one component of a comprehensive educational curriculum for APPs 
beginning practice in rural emergency care settings.  A critical need to establish educational 
programs for APPs in emergency care was identified through the review of the literature.  
Utilizing the competencies defined by the ENA and SEMPA, an outline of the emergency care 
curriculum for APPs was developed (see Appendix H).  The three primary categories of the 
emergency care educational curriculum included: 
 emergent clinical condition categories such as cardiopulmonary, gastrointestinal, 
metabolic, musculoskeletal, trauma, anaphylaxis, and ingestion/overdose;  
 emergency care considerations of patient satisfaction, Emergency Medical Treatment 
and Active Labor Act (EMTALA), core measures and quality metrics, availability of 
hospital resources, transitions in care, palliative care, emergency medical services 
overview, and culture care; and    
 diagnostic and therapeutic procedures as outlined by Emergency Nurses Association 
Competencies for NPs in Emergency Care (2008) and Society of Emergency 
Medicine Physician Assistants (2013b).  
Additionally, instructional planning worksheets for the curriculum were developed (see 
Appendix I).  Learning activities and methods of competency assessment were planned utilizing 
the instructional planning worksheets.   
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The second phase of the PIP built on recommendations from the needs assessment to 
create a self-directed learning module.  The second phase served the purposes of creation, 
implementation, and evaluation of the module.  Another purpose was to disseminate results of 
the needs assessment and the self-directed learning module.  As part of the second phase, the 
self-directed learning module was shared with stakeholders at CentraCare Long Prairie, Long 
Prairie, Minnesota.  Prior to the implementation of the second phase, an amendment to the initial 
Institutional Review Board approval was obtained (see Appendix J).  CentraCare Health, Long 
Prairie was selected for three reasons.  First, the researcher was currently employed within the 
CentraCare Health, Long Prairie CAH emergency department.  Because of a preexisting 
relationship, there was inherent collegial and personal interest in the project.  Second, the nursing 
administrator verbalized that information gained from the module could improve the educational 
process for new APPs and serve the purpose of benefiting the organization.  Third, there were 
two APPs within the organization who had joined the CAH emergency department within the 
previous year. 
Congruence to organization’s mission, values, and strategic goals 
 The mission of CentraCare Health is “to improve the health of every patient, every day” 
(CentraCare, 2013, About CentraCare Health, para. 3).  Additionally, core values of the 
organization include: 
 patient centered: serving patients above all; 
 integrity: adhering to honest and ethical practices; 
 collaboration: working jointly with others to improve health and health care; 
 compassion: serving all who seek our care with kindness, dignity, and respect; and  
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 stewardship: ensuring responsible use of all resources to best serve our communities 
(CentraCare, 2013, About CentraCare Health, para. 5).   
Improving care for patients in rural emergency settings while utilizing resources to serve rural 
communities is consistent with the core values and mission of CentraCare.  Creation of an 
emergency care curriculum for new APPs practicing in rural sites will enhance patient care and 
safety.  The objectives for the project are congruent with CentraCare Health’s mission and 
values. 
Data sources 
 For the second phase of the PIP, an invitation to a one-hour presentation on the self-
directed learning module was sent to stakeholders within CentraCare Health, Long Prairie.  
Stakeholders were identified as people within the organization who play an instrumental role in 
the success of a new APP beginning practice in a CAH emergency department.  Those invited 
included APPs employed in the emergency department, physicians, emergency department 
nurses, hospital administrators, nursing leaders, nurse educators, pharmacists, and EMTs.  
Similar to the first phase, details regarding the project, confidentiality, anonymity, and 
participant rights were included in the letter to the stakeholders (see Appendix K).  The informed 
consent letter was given to stakeholders who attended the presentation.  Any verbal and/or 
written input shared during the presentation would represent consent to participate.  Input would 
be categorized and grouped anonymously.    
Evaluation form  
 An evaluation form was created to solicit information about the self-directed learning 
module (see Appendix L).  Information asked from the participants included (a) the most helpful 
aspect of the module, (b) the least helpful aspect of the module, (c) potential effectiveness for a 
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new APP, (d) ways to improve the module, (e) likelihood of use in the next two months, and (f) 
other suggestions or comments.  The only personal information requested on the form was the  
role of the stakeholder and the number of years of practice.   
Data collection procedures   
 On January 28, 2015, a one-hour presentation on the self-directed learning module was 
given. Twenty-one stakeholders participated.  The breakdown of participants was one NP, four 
PAs, a certified nurse midwife, one physician, a nurse administrator, a nurse educator, a medical 
resident, three EMTs, two pharmacists, and six emergency department nurses.  Qualitative data 
were collected during the presentation by taking notes of verbal data and through completed 
written evaluation forms.   
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CHAPTER FOUR. EVALUATION 
  The focus throughout the evaluation process was to collect data with the overall goal of 
developing and improving a self-directed learning module as one component of an emergency 
care curriculum for APPs in rural emergency care settings.  Quantitative information gathered 
from the first phase of the project, the Qualtrics needs assessment, was utilized to evaluate the 
first three objectives of the project which were: 
 assess previous experiences of APPs prior to beginning practice in emergency care; 
 identify current methods of APP education or training to emergency care; and  
 summarize and prioritize recommendations for education and potential areas for 
improvement from APPs practicing in emergency care.  
Descriptive analyses, complemented by graphs, were used to summarize Qualtrics data.  The 
data from the needs assessment were instrumental in (a) reinforcing the need demonstrated in the 
literature review, (b) identifying local patterns of APP education and training in emergency care, 
and (c) prioritizing the development of the self-directed learning modules. 
Fourth Generation Evaluation 
The fourth objective of the PIP, the creation and implementation of a self-directed 
learning module, was evaluated through fourth generation evaluation.  Guba and Lincoln (1989) 
have described fourth generation evaluation as an evaluation method that moves beyond 
measuring pure facts to negotiating meaning and understanding.  A myriad of variables should 
be considered in the evaluation process including human, social, political, cultural, and 
contextual variables (Guba & Lincoln, 1989).  Two main tenets outlined in the process of fourth 
generation evaluation were negotiation and responsive focusing.  Negotiation has been defined 
as an interactive process through which people make sense of situations, explore complex 
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situations, and achieve mutual consensus (Guba & Lincoln, 1989; Koch, 2000).  Responsive 
focusing solicits the input of stakeholders in order to determine what information to collect 
(Guba & Lincoln, 1989).  In assessing adult learning, fourth generation evaluation has a major 
advantage for using qualitative methods to understand the strengths and weaknesses of a 
program (Sauter, Gillespie, & Knepp, 2012).  Fourth generation evaluation has been 
recommended by Malcolm Knowles, the forerunner in adult learning theory, to capture adult 
learning (Knowles et al., 2011). 
Methodology 
 Guba and Lincoln (1989) have outlined four general phases of fourth generation 
evaluation.  According to Guba and Lincoln (1989), the four phases may be repeated or overlap.  
What follows are the four general phases: 
1. Stakeholders are identified and solicited for any “claims, concerns, and issues” 
pertaining to the topic being evaluated (Guba & Lincoln, 1989, p. 42).  Claims, 
concerns, and issues may include favorable assertions, unfavorable assertions, or 
areas where reasonable people might disagree (Koch, 1994).  Importantly, any person 
involved in the evaluation process should be included.  Stakeholder involvement is a 
critical element that distinguishes fourth generation evaluation from other qualitative 
evaluation methods (Mahara, 1998).  Any person who can be affected directly or 
indirectly by the evaluation has an equal stake in the evaluation process (Guba & 
Lincoln, 1989).  The stakeholders come to the evaluation with differing opinions on 
knowledge, issues, concerns, and needs.  Failure to identify stakeholders who have an 
interest in the evaluation results can lead to future dissatisfaction and poor outcomes 
(Walsh, Duke, Foureur, & Macdonald, 2007).  Clendon (2003) initiated a fourth 
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generation evaluation to evaluate effectiveness of a new nurse-managed clinic.  A key 
reason for utilizing fourth generation evaluation was a concern that low income 
patients of ethnic minority groups would be underrepresented in the evaluation 
process (Clendon, 2003).  A conscious effort was made to include a variety of patient 
populations in the evaluation.  Clendon (2003) was able to comprehensively 
determine that appropriate and effective health care was being provided to the clinic 
population.   
2. In the second phase, claims, concerns, and issues from each stakeholder group are 
introduced to the other groups (Guba & Lincoln, 1989).  The stakeholder groups may 
refute, agree, or comment as they desire on the data presented.  Many concerns and 
issues are often resolved in the second phase (Guba & Lincoln, 1989).  Haleem et al. 
(2010) employed fourth generation evaluation to evaluate a nursing program with 
unsatisfactory NCLEX-RN pass rates.  Issues and concerns were voiced by faculty 
members at biweekly meetings.  Ground rules were created in the beginning which 
assured that each faculty member had an equal voice (Haleem et al., 2010).  Koch 
(2000) found the second phase particularly difficult when bringing nursing home 
resident concerns to the nursing home staff.  One significant concern was the 
imbalance of power between nursing home residents and nursing staff.  Nursing staff 
did not want to change routines to accommodate resident requests.  The resident 
group felt more vulnerable after the process.  Power inequities and lack of time to 
fully establish trust can be limitations in fourth generation evaluation (Koch, 2000).  
3. The third phase investigates claims, concerns, and issues that have not yet been 
resolved (Guba & Lincoln, 1989).  Further information is gathered by the evaluator or 
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stakeholders.  Information may be qualitative or quantitative (Guba & Lincoln, 1989).  
In the earlier example of NCLEX-RN pass rates, Haleem et al. (2010) organized a 
faculty retreat.  Each faculty member was assigned courses to review, conducted 
literature searches for best practices, and presented findings to the group.  A second 
retreat was planned one week later to re-visit the information (Haleem et al., 2010).  
Information collected in the third phase is highly depended on the nature of the claim, 
concern, or issue (Guba & Lincoln, 1989). 
4. Finally, negotiation occurs on each disputed item in an effort to reach consensus 
(Guba & Lincoln, 1989).  Negotiation in fourth generation evaluation is not always an 
easy process.  In review of the literature, the fourth phase is one of the most difficult.  
One criticism for fourth generation evaluation is the inherent problems of asymmetry 
in power and competing concerns among stakeholders (Billings, 2000).  Power 
inequity was a significant problem for Koch (2000) when implementing a career 
ladder for nurses in Australia.  Koch (2000) found that members from senior 
management dominated the negotiation process.  The outcome was not embraced by 
staff nurses who felt alienated in the process.  Potential reasons for the negotiation 
problems were (a) greater negotiation experience in senior managers, (b) insufficient 
time for the negotiation process, and (c) failure to include all appropriate stakeholder.  
Koch (2000) cited power imbalance problems during the negotiation phase in two 
other studies of geriatric patients in elderly care settings.  The power struggles were 
not caused by the fourth generation evaluation, but only made them more obvious and 
transparent (Koch, 2000).  In some circumstances, full consensus is not possible and 
practical compromise must be reached instead (Guba & Lincoln, 1989).  A situation 
 37 
where consensus is not reached may raise questions for future evaluation activity 
(Guba & Lincoln, 1989).     
Stakeholder evaluators 
 There are many stakeholders in an emergency care curriculum.  Most obvious are the 
educators and the APPs.  Other stakeholders in the process are: 
 administrators and managers at the critical access hospitals where the APPs practice,  
 physicians and APPs who will be orienting and working with the APPs,  
 nurses,  
 patients,  
 quality assurance and performance improvement personnel, and  
 other members of the healthcare team.   
Each stakeholder has a differing opinion of what is needed for the APP to practice successfully 
in a rural emergency setting.  For the initial presentation of the self-directed learning module, 
patients were not included.  Patient input is valuable in any process that affects safety and quality 
of care.  The venue for the presentation of the module was not felt to be an appropriate setting in 
which to include patients.  In the future, perhaps a focus group or one-to-one meetings might be 
a more appropriate way to solicit patient input in the curriculum.  For the current evaluation, the 
researcher explored the differing concerns, claims, and issues of the stakeholders within 
CentraCare Health, Long Prairie.   
Application of theory 
 In selecting fourth generation evaluation as an approach to evaluation of the self-directed 
learning module, a few things were considered.  First, the environment of a rural CAH was felt to 
be an appropriate setting.  Stakeholders involved in the process should have the physical, 
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emotional, and cultural capacity to follow through with the process (Walsh et al., 2007).  In the 
situation of the geriatric patients who lacked a voice and felt vulnerable in the evaluation 
process, perhaps another method would have been more appropriate.  Fourth generation has been 
highly successful in giving stakeholders a sense of control in the process (Koch, 2000).  This was 
especially true in the study by Haleem et al. (2010) where faculty were empowered to change the 
program to improve NCLEX-RN pass rates.  Fourth generation evaluation is “suited to 
evaluation within the nursing context because it may be able to capture the emerging cultural 
shift in many health organisations that is more inclusive of practitioners and of consumers” 
(Walsh et al., 2010, p. 139).  
 Second, the researcher was willing to engage with the stakeholders, identify questions 
and concerns, interpret data, and be open to change (Boody, 2009).  Inherent with any healthcare 
evaluation, outcomes can be expected and unexpected (Guba & Lincoln, 1989; Koch, 1994; 
Walsh et al., 2007).  Rather than serving as a force looming over the process, the evaluator is 
open to possibilities as a participant in the process (Boody, 2009).  There were several findings 
in the presentation of the self-directed module that were unexpected.  The presentation was not 
only a way to adapt and revise the self-directed module, but also served as an enriching learning 
experience.  Evaluators should be able to commit to the process, recognize the political nature of 
evaluation, and understand power differentials (Boody, 2009; Koch, 2000; Walsh et al., 2007).  
In order for stakeholders to feel free to share their concerns in a safe environment, a decision was 
made to collect data both verbally and written.  The anonymous evaluation form was one method 
for a stakeholder to express concerns or negative feedback without having to voice concerns 
aloud or fear of repercussion.          
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 Finally, it is important to establish rigor in the evaluation process.  The terms reliability 
and validity have not been felt to adequately represent the nature of qualitative research 
(Golafshani, 2003; Guba & Lincoln, 1989; Lennie, 2006; Long & Johnson, 2000).  Guba and 
Lincoln (1989) have used the term dependability instead of reliability.  Dependability ensures 
that data is collected consistently and refers to the stability of data collection measures (Long & 
Johnson, 2000).  Dependability can be influenced by bored, exhausted, or stressed evaluators 
(Guba & Lincoln, 1989).   
Validity refers to “whether the means of measurement are accurate and whether they are 
actually measuring what they are intended to measure” (Golafshani, 2003, p. 599).  Terms such 
as trustworthiness and credibility have been used in place of validity in qualitative evaluation 
(Golafshani, 2003; Guba & Lincoln, 1989; Long & Johnson, 2000).  Trustworthiness utilizes 
parallel criteria of goodness and quality to establish worth of fourth generation evaluation (Guba 
& Lincoln, 1989). 
While there is considerable debate in the literature regarding terms to define the adequacy 
of fourth generation evaluation, there are methods that are felt to increase the strength or rigor of 
the process.  Rigor is established through:  
 self-description or reflective journals to examine personal beliefs (Lennie, 2006; 
Long & Johnson, 2000; Mahara, 1998); 
 member checks in which data is confirmed with stakeholders during data collection 
and at the completion of the evaluation (Guba & Lincoln, 1989; Lennie, 2006; Long 
& Johnson, 2000); 
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 assuring effective representation of stakeholders through personal invitation, multiple 
methods of communication, gathering appropriate demographic data, and establishing 
trust (Guba & Lincoln, 1989; Lennie, 2006); 
 auditing the decision trail by documenting all aspects of the process including sources 
of data, collection techniques, meanings interpreted, and decisions made (Guba & 
Lincoln, 1989; Lennie, 2006; Long & Johnson, 2000);  
 triangulation, using multiple methods and sources to collect data (Golafshani, 2003; 
Lennie, 2006; Long & Johnson, 2000); 
 prolonged observation and involvement (Guba & Lincoln, 1989; Long & Johnson, 
2000); and  
 peer debriefing, engaging a colleague to explore findings and perspectives (Guba & 
Lincoln, 1989; Long & Johnson, 2000). 
While not all inclusive, the list represents a variety of methods to assure rigor and 
trustworthiness of a fourth generation evaluation.  Of the outlined methods to establish rigor, 
four were incorporated into the evaluation process.  First, Mykell Barnacle, Supervisory 
Committee Chair served as a colleague to offer her perspective and evaluate the module for 
completeness.  Second, stakeholders were invited by email and paper flyer by the nurse educator 
to the self-directed learning module presentation.  Additionally, two email reminders were sent 
during the month prior to the presentation.  Third, during the presentation, data collection 
occurred through verbal communication and/or the written evaluation form.  Notes were 
collected by the researcher during the presentation.  Finally, input obtained from the stakeholders 
was carefully considered and applied toward revision of the module.  The module was adapted 
and resubmitted via email to all stakeholders for further review and input.  Utilizing fourth 
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generation evaluation is especially suited for the PIP as “many programs are never finished in the 
sense that a curriculum is finished when it is published” (Boody, 2009, p. 50).              
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CHAPTER FIVE. RESULTS 
Characteristics of the Sample 
 A total of six Qualtrics needs assessments were completed and used in the analysis.  One 
assessment was opened but none of the questions were answered.  The emergency department 
director from St. Gabriel’s Hospital in Little Falls responded by email that APPs were not 
employed within the CAH emergency department.  It is not known how many APPs practice for 
at least 12 hours a month in the selected CAH emergency departments so it was not possible to 
determine the response rate.  Of the six needs assessments completed, one was from a NP and 
five were from PAs.  All of the APP respondents were the sole emergency care provider with a 
physician on call.  The NP completed a FNP and had been employed in the emergency 
department for three to five years.  Of the five PAs respondents, two of the PAs were employed 
in the emergency department for less than a year, one PA was employed in the emergency 
department between one and two years, and two were employed in the emergency department 
between three and five years.  All PAs had completed a generalist PA program and none had 
completed a post-graduate residency. 
 A key facilitator in achievement of first three objectives was the Director for Emergency 
and Ambulatory Services at St. Cloud Hospital, St. Cloud, Minnesota.  He provided email 
addresses of the emergency department directors in the sample facilities.  Without that 
information, finding email addresses would have been difficult.  The researcher relied on 
emergency department directors to forward the email letter containing the Qualtrics link.  
Reliance on the emergency department directors may have been a facilitator or barrier in the 
process depending on whether the email letter was forwarded or not.  Finally, a significant  
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barrier to the needs assessment was the lack of a database for APPs practicing in Minnesota  
CAH emergency departments.      
Previous Experiences 
The first objective of the PIP was to assess previous experiences of APPs prior to 
beginning practice in emergency care.  Of all six respondents, none had previous emergency care 
experience as an APP prior to beginning employment in their current position.  Prior to 
beginning in the emergency department, the NP had eight years of NP experience with five in 
family practice and three in urgent care.  Previous experience for the NP included 18 years as a 
RN.  Two of the 18 years were as a RN in an emergency department.     
 For the PAs, three of the five respondents had been hired to the emergency care setting as 
new graduates from a PA program.  One of the new graduate PAs had been an EMT for 12 years.  
The other two new graduates had no previous experience other than PA education.  Of the two 
PAs with previous experience, one had practiced in family practice or urgent care for 10 years 
and the other had been in surgery for six years.  None of the PAs had previous military training, 
a CAQ, or nursing experience.     
Current Methods of Emergency Care Education 
The second objective of the project was to identify current methods of APP education or 
training to emergency care.  Three of the six APPs had less than one week of orientation prior to 
starting their role.  Of the three APPs with less than one week of orientation, one was the NP 
with previous NP and RN experience, one was the PA who had practiced in family practice or 
urgent care for 10 years, and one was the new graduate PA with 12 years of previous EMT 
experience.  The other two new graduate PAs received two to three months of orientation.  The  
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PA who had practice in a surgical care setting for six years prior to the emergency care position 
had one to two weeks of orientation.  
Five of the six APPs had orientation or training that was specific to the emergency care 
role.  The other APP had also received orientation to urgent care.  The predominant method of 
orientation was shadowing with another NP or PA; shadowing was listed by four of the six 
APPs.  Two of the APPs had shadowed with a physician.  Other methods identified in the sample 
group were mentoring and being assigned a preceptor.  One PA marked none of the above for the 
question of emergency care specific education included in orientation process.  
A variety of certifications were included in the APP orientation.  The majority, five of six 
APPs, had attended CALS as part of their orientation.  Only one of the six APPs attended ATLS.  
See Figure 1 for a graph of the certifications that were included in the emergency care orientation 
process.  One of the APPs renewed Basic Life Support (BLS) and ACLS in preparation for the 
emergency care role but they were not included as part of the actual orientation. 
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Figure 1. Certifications included in the APP orientation process. 
In a write-in area of the needs assessment, APPs were asked about ways in which they 
prepared for the emergency care role that were not provided by the place of employment.  The 
themes of write in responses were:  
 electrocardiogram review mentioned by two APPs with one APP specifically naming 
Rapid Interpretation of EKGs by Dubin;  
 a 26-hour audio course of Emergency Medicine Boot Camp (2014); and  
 self-study on UpToDate website mentioned by two APPs.  
Recommendations for Emergency Care Education           
The third project objective was to summarize and prioritize recommendations for 
education and potential areas for improvement from APPs practicing in emergency care.  This 
information was felt to be instrumental in the process of choosing a topic and developing a self-
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directed learning module.  Additionally, information gleaned from the third objective would 
provide direction for the remaining curriculum components. 
Two questions from the needs assessment were helpful in determining APP emergency 
care educational needs.  The first question was the preparation to practice.  APPs were asked 
about how prepared they thought they were in 28 different clinical areas corresponding to the 
ENA and SEMPA competencies.  Some areas included were electrocardiograph interpretation, 
computed tomography (CT) scan interpretation, managing a pediatric patient in cardiopulmonary 
arrest, endotracheal intubation, laceration repair, procedural sedation, lumbar puncture, 
EMTALA, and sexual assault.  APPs felt very unprepared in the areas of lumbar puncture, 
continuous positive airway pressure/bilevel positive airway pressure (CPAP/BIPAP), needle 
thoracostomy, thoracentesis, sexual assault, and CT scan interpretation (see Figure 2).   
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Figure 2. APP perceived preparedness to perform emergency procedures.  
Other areas in which APPs felt least prepared included emergent childbirth, pediatric 
arrest, emergency airway, fracture/dislocation, and procedural sedation.  At least four of the six 
APPs felt well prepared in the areas of local/regional anesthetics, simple laceration, cervical 
spine management, intraosseous access, complex wound closure, splints/casts, abscess incision 
and drainage, nail injury, and EMTALA (see Figure 3).  
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Figure 3. Procedures APPs reported being well prepared to perform.  
The second question was prioritizing needs.  APPs were asked to rank the top five 
clinical areas of need based on overall clinical categories such as anaphylaxis, burn care, 
cardiopulmonary disorders, EMTALA, endocrine disorders, gastrointestinal problems, palliative 
care, shock, sexual assault, and trauma.  Trauma was listed as the top area of need with three 
APPs ranking trauma as the first priority and two other APPs ranking trauma in the top five 
categories (see Figure 4).  The next category which scored high in the ranking was 
cardiopulmonary disorders.  Two APPs ranked cardiopulmonary disorders as the top priority and 
all six APPs selected it as one of the top five categories.  Other areas of need ranked for APPs 
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were electrolyte/acid base, fracture/dislocation, head/eyes/ears/nose/throat (HEENT) problems, 
mental health, neurological disorders, sepsis, and shock (see Figure 4).   
 
Figure 4. Rank of the top five areas of need reported by APPs in the sample.   
When asked the preferred method of learning the emergency care role, APPs selected a 
variety of methods.  APPs were asked to rank the preferred method of learning in order of 
preference from one through three.  Three of the six APPs ranked learning on-the-job with 
another NP or PA as their first preference.  Five of six APPs preferred training opportunities 
within a larger volume emergency room.  Other preferences were on-the-job with a board 
certified emergency medicine physician, self-study with internet instruction and modules, 
simulation, conference or regional meetings, and monthly or quarterly workshops.        
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At the conclusion of the needs assessment, APPs were asked to write-in any suggestions 
or changes to the orientation process that would have improved their preparedness to practice.  
The write-in suggestions were: 
 review protocols; 
 formalized mentoring process; 
 case review of patients that had been seen by the APP; 
 shadowing in a higher volume facility; 
 focused assessment with sonography for trauma (FAST) course; 
 airway course; and  
 evaluation of early intrauterine pregnancies.   
The final write-in section of the needs assessment included other preferences or thoughts 
regarding learning the emergency care role.  Final recommendations from APPs were (a) 
requiring PALS and trauma courses; (b) annual recertification for CALS; and (c) spending time 
in a larger volume emergency room in order to see more patients, improve skills, and become 
more confident.  One concern voiced in the write-in section was “Only seeing <10 patients per 
shift on average a couple of days a week isn’t seeing enough!” 
Self-Directed Learning Module 
 The final project objective was to create and implement a self-directed learning module 
as one component of a comprehensive educational curriculum for APPs beginning practice in 
rural emergency care settings.  After a comprehensive review of the needs assessment results, 
adult and pediatric trauma was chosen as the topic for the first self-directed learning module.  
There were several reasons why adult and pediatric trauma was selected.  First, trauma was 
identified by five of six APPS as an area of need.  Further, three APPs prioritized trauma as the 
 51 
top area of need.  Second, two procedures in which APPs felt very unprepared to perform, CT 
scan interpretation and needle thoracostomy, could be easily incorporated into a trauma module.  
Third, adult and pediatric trauma was felt to be amenable to a self-directed method of learning.  
Through the course of the doctoral program and PIP, the researcher collected and critiqued a 
multitude of emergency care teaching-learning materials and methods.  A substantial number of 
online trauma materials were found.  Through review of the needs assessment results, it was 
noted that APPs were already utilizing self-directed methods of the UpToDate website and audio 
courses.  UpToDate is an evidence-based resource for medical information authored by 
physicians and experts in health care (Wolters Kluwer Health, 2015).  Self-study with internet 
instruction and modules was identified as a preferred method of learning the emergency care role 
in the needs assessment.  Further, the AACN (2010) and the IOM (2009) have recommended 
educational curricula that promotes self-directed learning and utilizes technology including 
computer-based and internet based learning modes to maximize learning for health care 
professionals.   
On January 9, 2015, the adult and pediatric trauma module was completed (see Appendix 
M).  During the predesign phase of module development, the researcher recognized that the 
trauma module would blend competencies from the ENA (2008) and SEMPA (2013b). The 
module could complement clinical learning experiences on-the-job or be utilized by a newly 
hired APP before the first day of orientation.  In keeping with adult learning theory principles, 
the module design incorporated elements of flexibility, accessibility, portability, and self-pacing 
(Knowles et al., 2011).  An APP could select and prioritize areas of need.  As other modules are 
developed, the APP would freely move back and forth among modules.  There were several key 
elements of the self-directed learning module. 
 52 
Course title, description, and course objectives 
The first part of the trauma module is an introduction to the module and course 
objectives.  The objectives are written to reflect proficient APP emergency care practice.  The 
description and course objectives set the stage for the self-directed nature of the module.   
Textbook 
The one textbook required for the course was the Tintinalli’s Emergency Medicine: A 
Comprehensive Study Guide (Tintinalli et al., 2011).  Tintinalli’s was selected for a few reasons.  
First and foremost, Tintinalli’s was extensively reviewed for content and applicability to the 
emergency care curriculum.  Second, several emergency medicine websites highly recommended 
the Tintinalli’s textbook (ACEP Educational Publications Department, 2010; EMCrit, 2015; 
Emergency Medicine Residents’ Association, 2015; Life in the Fast Lane, 2015).  Finally, 
several APPs had personally recommended Tintinalli’s to the researcher.  There were no research 
articles found in the area of selecting an emergency care textbook.       
Certification courses 
Two certification courses, CALS and ATLS, were required for the trauma module.  
Courses were selected based on the recommendations from the review of the literature and 
relevance to the area of trauma.  As mentioned previously, CALS was developed for health care 
providers in rural emergency settings with a focus on the universal team approach (CALS Rural 
Emergency Medical Education, 2011).  Rural trauma care is a large focus of the CALS 
certification (CALS Rural Emergency Medical Education, 2011).  ATLS is a certification offered 
through the American College of Surgeons.  ATLS teaches participants how to manage a trauma 
patient and evaluate whether the patient’s medical needs warrant transfer to a higher level of care 
(American College of Surgeons, 2015).  CALS and ATLS recommend recertification every four 
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years (American College of Surgeons, 2015; CALS Rural Emergency Medical Education, 2011).  
Through attending CALS and ATLS certification courses, the researcher strongly felt that both 
courses were excellent resources in the acquisition of knowledge, skills, and attitudes necessary 
for rural emergency care.    
In an effort to improve competency in emergency care, two organizations have developed 
courses for APPs in emergency care.  Emergency Medicine Boot Camp is offered as a 26-hour 
live conference or self-study dividing the topic of urgent and emergent care into thirty-minute 
evidence-based lectures (Center for Medical Education, 2015).  The Emergency Medicine Boot 
Camp self-study option includes the conference materials along with videos and audio-taped 
recordings of the thirty-minute sessions (Center for Medical Education, 2015).  The Center for 
Medical Education has subsequently developed an advanced course with workshops in imaging 
and electrocardiogram interpretation.          
The Emergency Medicine Academy is a joint project of ACEP and SEMPA created for 
APPs new to emergency care (ACEP, n.d.).  The first phase is a four and one-half day 
conference introducing a new APP to the emergency care role.  Future conferences will include 
simulation, procedural training, and small-group case scenarios (ACEP, n.d.).  The Emergency 
Medicine Academy does not offer a self-study program.     
 It was decided that the Emergency Medicine Boot Camp and the Emergency Medicine 
Academy would be highly recommended courses for the emergency care APP.  An APP could 
choose either course based on personal areas of need.  Smaller rural hospitals may not have the 
resources in time and money to send new APPs to a conference or to purchase the self-study 
package.  Further, it is hoped that the self-directed learning modules would serve an important 
purpose of bringing quality emergency care education to the rural setting.   
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Learning experiences 
It is essential that adult learners have the freedom to choose their learning strategy 
(Knowles et al., 2011).  Learning experiences for the module were designed recognizing that 
adult learners have individual differences and preferences.  As such, a variety of strategies were 
employed in the development of the module including reading assignments, videos, interactive 
websites, audiocasts, a completion checklist, and post module examination. 
Module instructions 
 With the exception of the required textbook and the required courses, the entire module 
utilizes online material and programs which are free to the public.  Adult learners may not be 
proficient in web-based programs such as YouTube or iTunes.  The final module was converted 
to an Adobe Systems Portable Document Format (PDF).  Benefits of a PDF file are that it has 
standardized formatting, security features, and clickable links to videos and podcasts (Adobe 
Systems, 2015).  An instruction section on how to use the module was included along with email 
links for questions or concerns to be sent to the researcher.  A key piece, often overlooked, in the 
development of self-directed learning modules is providing clear, detailed, and specific 
instructions (Jenkins, Carlson, & Herrick, 1998).     
Body of the module 
 The self-directed module divides topics of adult and pediatric trauma into manageable 
sections.  Major trauma topics were organized within a table.  Each row represents a trauma topic 
with reading assignments, recommended websites, management videos, a pediatric section, 
radiology videos, and audiocasts.  Other recommended articles or articles that were mentioned 
within videos and audiocasts were divided by topic and included in a separate section of the 
module.  Articles within the module were listed in American Psychological Association (APA, 
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2010) format.  Online material and websites were categorized by title, author or creator, year, 
and a link to the material.  Online learning materials within the module were carefully and 
consistently evaluated by the researcher using criteria of:  
 the creator of the video or audiocast was a health care organization, university, APP, 
physician, or nurse; 
 the topic was clearly presented and covered the topic outlined in the title; 
 recent evidence was incorporated within the content of the material; 
 information applied to an APP and not a patient or layperson;  
 the date of the material was recent and within five years when possible; 
 there were no doubts about copyright and creator of the material;  
 the images or sounds were clear, easily heard, and free from background noise; 
 information could be applied to a rural emergency care setting; and  
 procedures were consistent with Tintinalli’s, CALS, or ATLS teaching.  
The criteria utilized for screening online content for the module was consistent with evaluation 
criteria found in the literature (Azer, AlGrain, AlKhelaif, & alEshaiwi, 2013; Duncan, Yarwood-
Ross, & Haigh, 2013).  In some circumstances, two videos or audiocasts had overlapping 
material but were very high quality with different speakers or teaching approaches.  When two 
high quality resources were found, both were included in the module.  Material that was felt to 
be more applicable to a large trauma setting was excluded.  Several exceptional procedural 
videos that appeared to be from the New England Journal of Medicine were found; however, it 
was evident that the individual uploading the content was not the creator of the video nor a 
representative of the New England Journal of Medicine.  The same videos were found on the  
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New England Journal of Medicine website and were available for a fee.  Material, such as the  
New England Journal of Medicine videos, where there were copyright concerns were excluded.   
One significant advantage considered in the module design was that APPs would not 
need to go to a website and sift through an abundance of material to find something appropriate 
for learning.  Azer et al. (2013) evaluated the educational value of YouTube videos on physical 
examination of the cardiovascular and respiratory systems.  A problem identified by Azer et al. 
(2013) was that, despite precautions to target search results in YouTube, over 1800 videos were 
delivered that were not related to the search terms.  In a study of physician preferences for online 
continuing medical education, Young, Kim, Yeung, Sit, and Tobe (2011) noted that physicians 
preferred being able to navigate through relevant content with a minimal number of “clicks”.  
Other findings desired by physicians were (a) utilizing source material from known and trusted 
organizations, (b) identifying resources from a table of contents, and (c) having content available 
in a variety of formats such as text, audio, video and PowerPoint (Young et al., 2011).   A study 
by Lau (2011) noted that hospital nurses were more likely to adopt web-based tools if they 
perceived tools to be easy to use and would enhance job performance.  In creating the trauma 
module, all content within the module was screened by the researcher.  There were only a couple 
exceptions.  If there were several videos within a series, 50% to 75% of the videos were 
screened.  One example is a YouTube series of 10 video lectures by Strong (2013) on chest 
radiograph interpretation.  The content was judged as exceptional after screening over 50% of 
the chest radiograph videos.  As such, all videos in Strong’s series were included within the 
appropriate section of the module.     
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Video learning 
Technology has become a mechanism for teaching people of all ages, settings, and 
professions.  Video technology has the benefit of being easily accessible and convenient, 
offering a learner the ability to replay and repeat material (Hansen & Erdley, 2009).  Technology 
has not been universally embraced by educators because of uncertainty with learning outcomes, 
lack of comfort, and outright fear (Bonnel, Wambach, & Connors, 2005; White & Sharma, 
2012).  Technology has been described as a toy, desired by learners, that lacks solid evidence of 
true learning (Zanussi, Paget, Tworek, & McLaughlin, 2012).  On the other hand, White and 
Sharma (2012) have likened video technology to an “educational smorgasbord” catering to busy 
students with a variety of learning styles (p. 602).   
Within health care education, video technology has clearly emerged as an important 
teaching approach.  Shantikumar (2009) conducted a study of 211 medical students incorporating 
PowerPoint slideshow presentations with voice-over narrative.  The medical students 
unanimously agreed that the PowerPoint presentations with voice-over narrative were easy to 
access and useful to supplement learning.  Medical students requested that (a) the PowerPoint 
method of teaching with voice-over narrative be expanded to other areas, (b) clinical 
examination videos be added, and (c) a quiz be created to test post-presentation learning 
(Shantikumar, 2009).  Shah et al. (2012) created an educational program for EMTs in the area of 
geriatric care utilizing online video podcasts.  EMTs highly valued and supported the modality of 
learning.  Barriers identified were challenges with technology and not being able to engage in 
discussion (Shah et al., 2012).   
A study by Schreiber, Fukuta, and Gordon (2010) employed a crossover randomized trial 
of 100 medical students.  Medical students were placed into two groups; one group received 
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traditional lecture and the other received a video podcast on the same topic.  Schreiber et al. 
found no significant difference in post educational multiple choice test scores.  Medical students 
in the study enjoyed the convenience of the video podcast but found it less engaging and clearly 
preferred the live lecture format (Schreiber et al., 2012).  Bhatti et al. (2011) compared two 
groups of medical students with one receiving education via interactive website and the other 
receiving traditional lecture.  Knowledge was assessed through a questionnaire before and after 
the intervention.  While both groups of medical students were equally satisfied with the 
educational method, the interactive website group scored significantly higher in the post 
intervention questionnaire (Bhatti et al., 2010).  Clearly, there are advantages for video learning 
identified in the health care literature.  No single educational intervention is perfect as adult 
learners are a diverse group with differing interests, motivations, and learning styles.  A 
significant benefit in utilizing video learning in rural settings is that APPs will lack routine 
access to traditional classroom lectures.  Pre-screened interactive websites and YouTube videos 
were incorporated as one learning strategy in the adult and pediatric trauma module.          
Audiocast learning 
An audiocast is an audio recording of course-related content saved to a file which can be 
downloaded on a computer or portable device for listening (Marrocco, Kazer, & Neal-Boylan, 
2014).  Nurse educators have integrated audiocast learning into graduate nursing education as it 
efficiently utilizes research, enhances learning, provides flexibility, and spans geographic 
barriers (Marrocco et al., 2014).  Several studies have suggested that audiocasts are a useful tool 
but should be limited to supplementing course material (Daniel & Woody, 2010; Forbes & 
Hickey, 2008; Meade, Bowskill, & Lymn, 2009; Walls et al., 2010).  Daniel and Woody (2010) 
found that psychology students liked the idea of audiocasts but scored lower on multiple choice 
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testing compared to psychology students who read the material.  Findings were similar in a study 
by Vogt, Schaffner, Ribar, and Chavez (2010).  Vogt et al. (2010) compared traditional lecture to 
audiocasts between two groups of junior-level nursing students.  The nursing students were 
satisfied with the audiocast format offering positive feedback related to flexibility and 
portability.  In the audiocast group, the first examination scores were better than the traditional 
lecture group.  Vogt et al. (2010) noted that in subsequent examinations, scores in the audiocast 
group progressively worsened with scores on the last examination being markedly lower than the 
traditional lecture group.    
Other studies have shown podcasting to be an effective learning method.  Abate (2013) 
conducted a randomized study of baccalaureate nursing students.  Thirty-five students were 
divided into three groups: a traditional lecture group, a single non-stop audiocast group, and a 
group that received the audiocast divided into shorter time segments.  Abate (2013) found that 
students in the segmented audiocast group scored higher on a multiple-choice test and case study 
assignment than those in the other two groups.  Meade et al. (2009) noted that pharmacology 
students who were offered an audiocast in addition to the traditional course scored higher on 
examination scores than those who did not have access to audiocasts.   
The intent in incorporating audiocasts within the adult and pediatric trauma was to 
supplement the learning experiences.  During the screening process, the audiocasts included in 
the module were determined to be high quality and content rich.  They were selected to augment 
the module and appeal to the adult learner who prefers auditory learning.   
Learning experiences incorporated within the trauma module were determined to 
represent a comprehensive and current body of knowledge in the area of adult and pediatric 
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trauma.  Further, the majority of resources utilized were freely and readily available from the 
internet. 
Post module examination  
 A post module examination was created to serve the goal of a self-check for the APP. 
Post module examination questions were written from the reading assignments and videos.  
General principles used when writing the post module multiple choice questions followed the 
recommendations of Haladyna, Downing, and Rodriguez (2002) and included:  
 creating only one correct answer; 
 homogenous appearance among options in length, grammatical structure, and content; 
 plausible distractors;  
 avoiding the phrase all-of-the-above; 
 careful use of none-of-the-above; 
 not giving away clues; 
 refraining from negative options beginning with not; and 
 varied location of the correct answer among choices.     
When possible, the questions were phrased in a way to promote critical thinking.  Several 
questions asked the APP to discern among plausible alternatives by selecting the first or highest 
priority choice from a group of options with varying degrees of correctness.  Discerning among 
plausible alternatives stimulates higher-level thinking as the learner reasons through the choices 
(McDonald, 2014).  Prioritizing patient health needs was a key course objective and reflected in 
the question development.     
 Another way in which questions were written to promote critical thinking and increase 
difficulty of the questions was to utilize multiple-response questions.  Similar to a multiple-
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choice question, a multiple-response question presents a problem and several options.  The major 
difference is that one or more options are correct (Wendt, Kenny, & Keeping, 2010).  In the 
multiple-response testing approach, the APP would select all that apply (McDonald, 2014; 
Twigg, 2012).  The answer is correct if the true options are selected and the false options are left 
unmarked (Verbic, 2012).  Most of the post module examination questions were written in the 
multiple-response format.     
Post module examination answers 
 Writing rationale for test questions increases the validity of the examination (McDonald, 
2014).  An important element of the post module examination was giving the source for the 
answer and a rationale.  For most questions, there were two or more sources given.  Providing 
rationale is especially important for a self-directed learning module in which the researcher or 
teacher is not available to explain the answer.   
Checklist 
 A checklist was the final element of the adult and pediatric trauma module.  For the 
purpose of the trauma module, the checklist is a way for the APP to visually track learning 
progress.  Checklists allow learners to spend time exploring available resources prior to 
narrowing their learning focus (Watkins, Curry, & Mynard, 2014).  When videos, audiocasts, 
and readings are completed, the APP can date and mark the material on the checklist.  As more 
modules are developed, an APP will have the freedom of move between and among modules 
based on learning needs.  The checklist corresponds to the material in the body of the trauma 
module.  Times of the videos and podcasts, as well as anticipated time to complete the interactive 
online programs, are included on the checklist.  
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Creation of the self-directed learning module on adult and pediatric trauma was the first 
part of the fourth objective in the PIP.  Implementation and evaluation of the adult and pediatric 
trauma module occurred on January 28, 2015 in the form of a one-hour presentation for 
stakeholders at CentraCare Health, Long Prairie.   
Evaluation of the Adult and Pediatric Trauma Module 
Evaluation of a curriculum or educational program is an ongoing process (Sauter, 
Gillespie, & Knepp, 2012).  Implementation and evaluation was the second part of the final 
objective.  While it was recognized that evaluation of the module would be ongoing, an 
important step was to begin the process of fourth generation evaluation.   
Prior to the one-hour stakeholder presentation, input on the trauma module was solicited 
from Mykell Barnacle, the Supervisory Committee Chairperson.  Mykell suggested that 
instructions for use of the module and a completion checklist would be beneficial additions to the 
module.  The module was adapted to include instructions and the checklist.   
There were two key facilitators in the evaluation process.  The first key facilitator was the 
nursing administrator who voiced interest in the project and requested assistance from nurse 
educator to coordinate the one-hour trauma module presentation.  The second facilitator was the 
nurse educator who arranged the date and location, sent the email invitations and reminders to 
stakeholders, arranged refreshments, requested one-hour of continuing education for the nursing 
staff, tested the module on her computer to assure that links opened, and assisted in the 
technology for the presentation.  Key barriers were that the presentation occurred mid-day so that 
some of the physicians and nurses couldn’t attend because they were caring for patients.   
Qualitative data, both verbal and written, were collected and categorized based on 
elements from the evaluation form (see Appendix L).  Stakeholders were asked to describe the  
 63 
most helpful aspects of the module.  Common themes were:   
 learning in a convenient location and with flexibility; 
 categorized, prescreened videos to access; 
 comprehensive nature of the module; 
 information available in one location; 
 information on topics and procedures not often seen; and  
 a checklist available for completion.    
 Technology concerns were the predominant theme as the least helpful aspect of the 
module.  Several stakeholders voiced concerns with audiocasts and using iTunes media player 
including the physician and several nurses.  When previewing the module before the presentation 
to assure that the links would open and play, the nurse educator was able to open the iTunes files 
and play them on another media player.  During the presentation, the iTunes files would not play 
on the computer utilized for the presentation.  Further, one discovery in the implementation 
process was that iTunes media player could not be universally downloaded on the CentraCare 
Health system.  There was fear in downloading iTunes in the home setting because of a finite 
amount of memory on personal computers.  Many questions were answered about audiocasts and 
iTunes.  All four PAs at the module presentation had already been using iTunes and were 
comfortable with the program.  Additionally, one PA suggested other audiocasts in iTunes that 
she found particularly helpful in beginning her role in the emergency department.   
 Stakeholders were asked if they felt that the module would be helpful for a provider who 
is new to rural emergency care.  Write in answers on the form were yes, most definitely, and 
absolutely.  The question was unanimously affirmative during the presentation.   
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 There were several suggestions for how the module could be improved.  The most 
frequent suggestion voiced was having a table of contents in the beginning to aid in navigating 
the module.  The suggestion to add a table of contents was voiced by several stakeholders and 
was written on one evaluation form.  The second suggestion was to create hyperlinks from the 
table of contents to the desired module content.  Finally, during the presentation the formatting 
of the trauma module was altered slightly due to a different version of Microsoft Word.  One PA 
recommended converting the file to an Adobe Systems PDF for ease of use and for maintaining 
the format.  By converting the file to PDF, the hyperlinks would be maintained and could not be 
accidentally disturbed by typing over or deleting them.     
 Two write-in comments on the evaluation form for how the module could be improved 
related more to the presentation style of the researcher.  They were (a) “I think it was presented 
nicely” and (b) “Slow down and go through several examples more thoroughly”.  Both 
comments were from nurses with five to 10 years of experience.     
 The next theme in the evaluation of the module was likelihood of use.  All four PAs 
voiced that they were highly likely to use the module in the next two months.  Additionally, one 
PA stated, “I can’t wait to begin using”.  Her comment brought verbal agreement from the 
majority of the stakeholder group.  When reviewing the evaluation forms, there were several 
different answers to the question of likelihood of use.  One nurse with over 10 years of 
experience wrote, “I will if I can get this downloaded”.  Other write in responses to the 
likelihood of use question varied greatly and included very, somewhat likely, and not very likely.    
 Time was given at the end of the presentation for other suggestions and comments.  
Additionally, the last question on the evaluation form solicited other suggestions or comments.   
One comment from a pharmacist was, “It looks like a lot of hard work went into your program”.   
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One PA stated, “I love it, but what made you choose trauma?”  He voiced that his clinical skills 
in trauma were more solid than other areas such as complex “internal medicine-type patients”.  
Further, he looked forward to the development of more modules that would help him in his 
personal areas of need.  Final comments were related to offering congratulations and “great job!” 
to the researcher on the trauma module.   
 Suggestions and data from the evaluation were reviewed and considered by the 
researcher.  In keeping with fourth generation evaluation, stakeholders were solicited for 
“claims, concerns, and issues” pertaining to the trauma module (Guba & Lincoln, 1989, p. 42).  
Stakeholders had differing opinions about the module when considering responses from the 
APPs, physicians, and nurses.  Having two different mechanisms of collecting qualitative data 
created an environment in which stakeholders felt safe to voice opinions.  Data obtained from 
stakeholders were carefully considered and applied toward revision of the module.  The module 
was adapted with inclusion of a table of contents, hyperlinks, and PDF format.  The adapted 
module was then resubmitted via email to stakeholders for further review and input.  The process 
of evaluation for the adult and pediatric trauma module is an ongoing process that will continue 
beyond the PIP.  An anticipated goal is to expand the evaluation process to include APPs in other 
settings.     
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CHAPTER SIX. DISCUSSION AND RECOMMENDATIONS 
Interpretation of Results 
Needs assessment  
APPs practicing in central Minnesota rural emergency care settings participated in the 
needs assessment.  Despite the small sample size of six, one key finding was that APPs are being 
hired into the emergency care role without previous emergency care experience.  None of the 
APPs sampled had previous emergency care experience as an APP.  Further, three of the six 
APPs sampled were new graduate APPs.  A significant concern voiced throughout the review of 
the literature is that the completion of education and certification as a NP or PA does not 
correlate to competency in emergency care (ACEP Emergency Medicine Practice Committee, 
2012; Ramirez et al., 2006; Schneider et al., 2010).  Findings from the literature review and the 
needs assessment reveal that rural hospitals in central Minnesota are relying on APPs to fill a 
void in rural emergency care.   
 APPs in the sample were the sole emergency care provider with a physician on call.  
This is consistent with findings from Casey et al. (2008) in that hospitals with lower emergency 
department volumes were more likely to utilize NPs and PAs with a physician on call.  In 
situations such as major trauma or cardiopulmonary arrest, an APP would need to manage the 
problem until the physician arrives.  Under EMTALA, the physician has thirty minutes from the 
time of the phone call to arrive at the patient’s bedside (Frew & Giese, 2012).  For an APP 
lacking experience to manage complex emergency care problems, waiting thirty minutes for a 
physician to respond may not represent an ideal situation for patient safety.   
Along with the finding that none of the APPs sampled had previous emergency care 
experience as an APP, three of the APPs sampled had less than a one week orientation.  This 
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included one new graduate APP who only had previous EMT experience.  The other two new 
graduate APPs reported a two to three month orientation program.  Of note, one APP marked 
none of the above when asked the question about emergency care specific education included in 
orientation process.  One possible reason for marking none of the above was that the PA did not 
receive any emergency care specific orientation.  Findings from the needs assessment are 
consistent with a study by McKay (2006) which found that the orientation process for trauma 
NPs varied greatly with the length ranging from two to 90 days.  Details about process and time 
for APP orientation to the emergency care role are sparse in the literature review.  Dimeo (2012) 
recommended a 12-week minimum orientation period for a NP in an urban emergency 
department.  In the Yeager (2010) article about NP orientation to a trauma role in a large 
academic center, the NP orientation calendar was at least two months.  Articles from Dimeo, 
McKay, and Yeager pertained to NP roles in larger emergency departments or academic centers.  
The rural APP emergency care role differs from larger emergency care settings as a physician 
and specialty services are not always immediately available.  The current needs assessment 
found that four out of the six APPs sampled spent time shadowing another APP.  On-the-job 
training has been a method of learning the emergency care role in the literature (Campo et al., 
2008; Cole & Ramirez, 2000; Keough et al., 2011).  With strong recommendations for 
emergency care specific education for APPs, the needs assessment revealed that some APPs 
continue to have less than a week of orientation to the emergency care role.   
A variety of certification courses were included during the APP orientation to emergency 
care.  Of these, CALS was the most frequent with five of the six APPs reporting attending CALS 
during their orientation.  As mentioned previously, CALS is a two-day course designed for rural 
emergency care providers with a curriculum that includes classroom lectures, hands-on skills 
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training, and a universal team approach to care for rural patients (CALS Rural Emergency 
Medical Education, 2012).  The needs assessment findings confirmed that CALS is being 
utilized as part of the orientation to rural emergency care.  BLS and ACLS were offered for four 
of the six APPs sampled.  Other certifications included in the orientation process were ATLS and 
PALS.  In the literature review, a number of different certifications were recommended including 
ACLS, PALS, and ATLS (Casey et al., 2008; Ramirez and Cole, 2004).  Other than CALS, the 
needs assessment findings were similar to the literature review regarding other certifications 
included during orientation.   
Consistent with findings from Candela (2012), adult learners were self-directed and chose 
learning activities that were relevant and immediately useful.  APPs in the needs assessment 
prepared for their emergency care role through self-directed, independent methods including 
reading on UpToDate, reviewing electrocardiogram resources, and utilizing a 26-hour audio 
course.  The self-directed activities selected by APPs were of particular interest to the researcher 
in the ultimate development of the adult and pediatric trauma module.   
 Perhaps the most important information gleaned from the needs assessment related to the 
third objective, summarizing needs and prioritizing recommendations.  APPs indicated feeling 
very unprepared in the competency areas of lumbar puncture, CPAP/BIPAP, needle 
thoracostomy, thoracentesis, sexual assault, and CT scan interpretation.  Along with level of 
preparation, APPs were asked to prioritize areas of need.  Trauma ranked as the topic of greatest 
need and was selected for the first self-directed learning module.  Based on the needs assessment 
results, subsequent modules in approximate order of importance would be: 
 cardiopulmonary disorders; 
 airway and breathing including CPAP/BIPAP and emergency airway; 
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 sexual assault; 
 neurological disorders including the procedure of lumbar puncture; 
 musculoskeletal disorders including fracture, dislocation, and procedural sedation; 
 adult and pediatric cardiopulmonary arrest; 
 sepsis; 
 electrolyte disorders;  
 emergent childbirth and pregnancy concerns; and  
 mental health problems.  
Identified areas of need were incorporated into the adult and pediatric trauma module and 
included CT scan interpretation, needle thoracostomy, thoracentesis, shock, and FAST 
emergency ultrasound.  Further, when categorizing other competency areas from the ENA (2008) 
and SEMPA (2013b), cervical spine management and EMTALA guidelines were also included.  
The adult and pediatric trauma module encompassed several areas of need within the one 
module.  An outline (see Appendix H) and instructional planning worksheets (see Appendix I) 
have been created with the goal of incorporating learning experiences into self-directed learning 
modules as well as utilizing other methods of learning for the APP.   
 There were a variety of preferred learning methods that APPs selected in the needs 
assessment.  Information about preferred learning methods will be included in future modules 
and curriculum development.  Areas that were ranked highest in order of preference were 
training opportunities within a larger emergency room and learning on-the-job with another APP.      
Several APPs utilized self-directed methods which may have reflected a preferred learning style 
or the absence of other opportunities available in a rural setting.  Adults have differences in their 
preferred learning styles and developing learning opportunities should allow for differences 
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(Candela, 2012; Knowles et al., 2011).  Future learning experiences should incorporate a variety 
of APP preferences when possible including opportunities in a larger emergency department, 
shadowing with another APPs, self-study with internet instruction and modules, mentoring, 
simulation, case reviews, conferences or regional meetings, and monthly or quarterly workshops.        
APPs in rural emergency care settings were able to recognize personal areas of need and 
make comprehensive recommendations for future learning experiences.  Eva et al. (2004) 
cautioned that adult learners may have difficulty recognizing and communicating learning 
deficiencies.  Results from the needs assessment were consistent with findings from McCrystle et 
al. (2010) showing that medical students and residents had no difficulty prioritizing needs and 
competency levels.  Despite the small sample of six APPs, a wealth of information was amassed.  
Evaluation of adult and pediatric trauma module 
Stakeholders within CentraCare Health, Long Prairie offered unanimous positive written 
and verbal feedback that the adult and pediatric trauma would be helpful to a new APP in the 
rural emergency care setting.  Two APPs who had been in their positions for one year or less 
voiced a desire to begin using the module immediately.  Many suggestions were offered by 
stakeholders to make the module more user-friendly including a table of contents, hyperlinks, 
and a PDF format.  Strengths of the module were the convenience of being able to use in 
different settings, comprehensive nature, prescreened videos in one location, and having 
information available for topics and procedures rarely seen in the rural setting.  The module was 
designed to appeal to adult learners.  Many of the strengths of the module voiced by stakeholders 
were consistent with adult learning theory; adults desire useful information that can be readily 
adapted and expands beyond the workplace to other settings (Candela, 2012).  Similar to the 
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study by Young et al. (2011), stakeholders preferred navigating through relevant content without 
needing to search for information.  
Stakeholders attending the module presentation were an appropriate representation of 
people who contribute to the success of an APP in the rural emergency care setting.  From the 
perspective of some of the nurses, the adult and pediatric trauma module would be something 
that they would find useful in their roles of emergency care nurses.  Several nurses voiced an 
interest in reviewing the module for applicability to the professional nursing role.   
Technology was a significant barrier perceived by some of the stakeholders.  Not only 
was there a fear of using iTunes, but the organization did not have ready access to the iTunes 
program.  Some nurses voiced concern about downloading the program on home computers.  
Further, audiocast links that could be opened on the nurse educator’s computer were not easily 
opened on the computer used for the presentation.  Technical difficulties when learning how to 
play audiocasts were noted in previous studies of nursing and pharmacology students (Marrocco 
et al., 2014; Meade et al., 2011).  Marrocco et al. (2014) found that, once assistance had been 
gained to use audiocasts, students were able to access the audiocasts and appreciated having the 
audiocasts to augment their learning.  All four of the PAs attending the presentation voiced 
proficiency using iTunes to download songs or audiocasts.  One recommendation from a 
stakeholder was to show more examples of the videos and audiocasts during the preview.  The 
presentation to stakeholders was followed by an adaptation of the module to incorporate 
suggestions.  The module was subsequently sent back to stakeholders with the updated 
recommendations.   
Stakeholder feedback was a vital aspect in evaluation of the adult and pediatric trauma 
module.  For the adult and pediatric module, the evaluation plan was put into action  
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simultaneously with implementation of the module.  As declared by Iwasiw, Goldenberg, and 
Andrusyszyn (2009), “Ongoing evaluation results in small refinements that smooth 
implementation, fill identified gaps, and/or remove redundancies” (p. 10).  The process of 
curriculum development is an iterative and dynamic process.  Subsequent feedback from 
stakeholders will be a necessary component to assess whether the learning activities meet the 
needs of APPs in rural emergency care settings.             
Limitations 
 Through the course of the PIP, several limitations were identified.  Project limitations 
represented areas for further learning and consideration for the researcher.  The project 
limitations were: 
1. Perhaps the most significant limitation was assuming that the roles of an NP or PA 
are similar enough to group into one category of APPs.  For the purpose of the PIP, 
the overarching theme was to improve care for patients in rural emergency care 
settings.  In many rural CAH emergency departments, the roles are being used 
interchangeably.  In truth, the roles are very different.  NPs are RNs who have 
advanced clinical training with a “unique emphasis on the health and well-being of 
the whole person” (American Association of Nurse Practitioners, n.d., Unique 
approach section, para. 1).  PAs are health care providers who “practice medicine in 
partnerships with doctors and bring a breadth of knowledge and skills to patient care” 
(National Commission on Certification of Physician Assistants, n.d., For the public, 
“What is a certified PA,” para. 1).  NP programs build on a baccalaureate nursing 
education framework while PA programs tend to follow a medical model (Bednar et 
al., 2007).  When comparing NP and PA educational curriculums, Bednar et al. 
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(2007) discovered that content was very similar in both programs.  The PIP was 
created to supplement APP education and experience for the purpose of improving 
care for patients in rural America.  Learning opportunities developed within the 
emergency care curriculum and the adult and pediatric trauma module were designed 
for APPs but could also benefit RNs, family practice physicians, and other advanced 
practice nurses.  While clearly the roles of NPs and PAs are quite different, the 
purposes of the project encompassed both roles.                     
2. The needs assessment sample size was small with only six respondents.  There were 
several possible reasons for the small sample six.  First, the needs assessment relied 
on emergency room directors to forward the email.  The needs assessment may not 
have been forwarded to the APPs.  Second, the needs assessment occurred in the 
summer month of July.  Emergency department directors and APPs may have been on 
vacation during the one-month assessment period.  Third, it is not known how many 
APPs were practicing in the ten selected hospitals.  One emergency department 
director responded that APPs were not employed within her emergency department.  
There may be several other CAH emergency rooms that do not use APPs.  Calling all 
of the CAH emergency departments to collect information about APPs utilized in the 
emergency department would be one way to determine the response rate.  In the 
future, one might consider including a small incentive for respondents, expanding the 
needs assessment to all NPs and PAs in the state, or utilizing a venue such as a 
regional conference to implement the needs assessment.  Despite the small sample 
size, the information collected in the needs assessment contained a wealth of 
information.  Additionally, a need for emergency care education was previously 
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identified in the literature review.  The purpose of the needs assessment was to 
prioritize needs.  Results from the small sample of six served the purpose of 
summarizing and prioritizing needs. 
3. The needs assessment was adapted from a previous survey by Hart (Hart & Macnee, 
2007).  Altering the survey to include emergency care competencies may have 
affected the original reliability and validity of Hart’s tool.  Reliability and the validity 
of the adapted needs assessment tool was not established.    
4. The selection of the adult and pediatric trauma may have involved personal bias of 
the researcher.  All six of the APPs considered cardiopulmonary disorders to be an 
area of need.  While only five APPs ranked trauma as an area of need, it was ranked 
first by three of the APPs.  The number of APPs ranking the module as first priority, 
along with the ease of incorporating other areas of need, were the reasons for 
selecting the first topic of trauma topic.  As subsequent modules are developed based 
on the needs assessment findings, selection of the first module topic becomes less 
important.  Development of subsequent modules will open up further opportunities 
for APPs to tailor learning to individual needs.   
5. Technology barriers were a substantial limitation.  The inability to access iTunes 
within CentraCare Health, Long Prairie was a concern of several stakeholders.  A 
major stakeholder discovered in the evaluation process was an information 
technology (IT) resource person.  Involving the IT resource person early in the 
process of module development and during preparation of the presentation would 
have been immensely helpful.  Permission to install iTunes on the hospital computers 
could have been obtained ahead of time.  After the presentation of the evaluation, the 
 75 
researcher explored the technology concerns with the IT resource person.  The IT 
resource person expressed willingness to assist in future technology concerns.  This 
will be imperative when introducing the module to other hospitals and healthcare 
organizations.  The most commonly voiced concern of stakeholders was in regards to 
the audiocasts.  The addition of audiocasts within the adult and pediatric trauma was 
to complement learning opportunities and to appeal to the auditory adult learner.  
Without the audiocasts, the trauma module could stand alone.  Audiocasts were added 
to enrich and expand the opportunities for learning.        
6. The final limitation was related to time.  Creation of the adult and pediatric trauma 
module took nearly three months.  While a systematic process has been established 
for the development of future modules, creating high quality, future modules will take 
time.  Additionally, evaluation of one module is an ongoing process that may take 
years.  Not only is it important to evaluate module content, but also the learning that 
occurs from the module.                       
Recommendations  
Without question, further development, implementation, and evaluation of the emergency 
care curriculum and self-directed learning modules is highly recommended.  Within the context 
of CentraCare Health, Long Prairie, continuing the process of fourth generation evaluation is 
important.  The next step is to investigate claims, concerns, and issues that have not yet been 
resolved (Guba & Lincoln, 1989).  Further qualitative information will need to be gathered with 
suggested follow up at three months, six months, and one year.  Especially helpful would be 
implementation of the module for a new hire APP.  One potential PIP arising from this project is 
evaluation of actual learning and achievement of emergency care competencies.  The module 
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includes a post-module examination; however, other methods of assessing learning such as 
procedural skills evaluation and patient satisfaction should be explored.  In keeping with fourth 
generation evaluation, ongoing negotiation and responsive focusing should occur.  The 
emergency care curriculum will continue to be congruent with the organizational core values of 
(a) patient centered by improving emergency care for patients in rural CAHs, (b) collaboration in 
working jointly with stakeholders and APPs within CentraCare health to improve health care, 
and (c) stewardship through creating an emergency care curriculum utilizing a variety of easily 
accessible resources (CentraCare, 2013, About CentraCare Health, para. 5).    
      In relationship to the adult and pediatric trauma module, new information is found on a 
daily basis.  Keeping the module up to date with recent evidence and newly discovered learning 
experiences is essential.  At the time of project completion, the researcher plans to continue 
updating the adult and pediatric trauma module.   
 A key recommendation is to continue creating self-directed learning modules as part of 
the emergency care curriculum.  Additionally, other recommendations from the needs 
assessment should be explored.  Other recommendations were to (a) provide learning 
opportunities within a larger volume emergency room, (b) simulation, and (c) periodic 
workshops or conferences.  The researcher has already started investigating and inquiring within 
CentraCare Health regarding learning opportunities at the St. Cloud Hospital emergency 
department and use of the simulation lab.  Early inquiries have been positive.   
 The researcher has begun self-directed learning modules in the areas of cardiopulmonary 
disorders, airway and breathing, and sexual assault.  The topics for subsequent modules in 
approximate order of importance were mentioned previously.  While the development of 
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subsequent self-directed learning modules is planned by the researcher, other interested APPs 
and nurse educators could certainly be summoned to continue the project.         
 A wealth of online materials are available for APPs, nurses, physicians, and health care 
providers.  The adult and pediatric trauma module was designed for APPs in any rural 
emergency care setting.  One final goal of the PIP is to disseminate findings and sharing the self-
directed learning module with other rural hospitals.     
The adult and pediatric trauma module is easily adaptable for other health care providers 
and settings.  For instance, the chest radiograph video series by Strong (2013) may be utilized by 
NPs or PAs in a clinic, home care, or hospital setting.  Videos on learning to apply a cervical 
collar are also useful for EMTs, nurses, and physicians.  Some parts of the trauma module would 
be helpful for an APP in a larger trauma center.  While designed for a rural emergency 
department, the adult and pediatric trauma module would be an advantageous learning tool for 
health care providers in other settings providing that content is adapted where appropriate.       
Implications for Practice 
 This PIP provided a glimpse into the educational backgrounds and experiences that APPs 
bring to a role in rural emergency care.  APPs were able to recognize gaps in their experience 
and education.  Consistent with adult learning theory, APPs utilized self-directed learning 
methods to learn the emergency care role.  In creating a self-directed learning module for APPs 
in rural emergency care settings, a wealth of high quality, online, and free material was 
discovered.    
 Dissemination of the PIP, including results from the needs assessment and the adult and 
pediatric trauma module, will be an ongoing process.  The first step planned for dissemination is 
sharing the PIP with APPs within the larger organization of CentraCare Health.  The researcher 
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will be sharing the needs assessment results, adult and pediatric trauma module, and any 
subsequently developed modules during an educational session for APPs within CentraCare 
Health on July 21, 2015.  The second planned area for dissemination is a poster presentation for 
NPs attending the American Association of Nursing Practitioners national conference on June 
11, 2015.  Finally, an inquiry has been sent to the board of the AAENP for consideration of 
including the adult and pediatric trauma module to their website.  Depending on the response 
from the AAENP, another planned outlet for dissemination of the PIP would be the Advanced 
Emergency Nursing Journal.  Dissemination will include local and regional conferences within 
Minnesota and North Dakota in the coming year.                 
Implications for Future Research 
 It is hoped that similar research can be conducted in rural CAH emergency departments 
to further clarify the orientation process that new APPs are receiving.  It would be interesting to 
find how many CAH emergency departments are utilizing APPs as the sole provider with a 
physician on call.  Moreover, if a rural CAH is not utilizing an APP, identifying the reasons 
would be immensely helpful.  With the workforce shortages of physicians, APPs are being asked 
to fill needed roles including rural emergency care (American Hospital Association, 2011).  
 Further research should include outcome studies to assess learning and competency after 
completion of the self-directed learning modules.  Moreover, having access to the self-directed 
learning module does not guarantee that it will be used.  A utility study several months after 
implementation of a module would be of great benefit in module revision and evaluation.  For 
some organizations, there may be a way to integrate the module into the orientation process to 
assure completion by new APPs.  The overarching goal in the emergency care curriculum 
development was to improve the quality of care for patients in rural settings, enhance the 
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effectiveness and competency of the APP, and provide a framework for self-directed learning for 
the APP in rural emergency care settings.   
Application to Doctor of Nursing Practice (DNP) Roles  
 Attaining the DNP is a transformational experience which encompasses enhanced 
knowledge of health care issues and complex roles within the nursing profession (Moran, 2014).  
DNP roles incorporated within the PIP were scientist, organizational leader, educator, and 
informatics expert.  
 The DNP graduate blends scientific knowledge of nursing practice with knowledge from 
other disciplines to improve health care delivery (AACN, 2006).  The PIP incorporates concepts 
from adult learning theory to ultimately improve health care delivery in rural emergency care 
settings.  Further, by incorporating fourth generation evaluation, the DNP graduate considered 
behaviors of the adult learner in the context of learning the emergency care role.   
 Nursing leadership is critical in improving patient safety and excellence in nursing 
practice (AACN, 2006).  The PIP was designed with the goal of improving care for patients in 
rural emergency care settings.  Implementation of the adult and pediatric trauma module within 
CentraCare Health, Long Prairie utilized leadership skills in the areas of mobilizing 
organizational stakeholders, identifying systems’ issues, cost effective approaches to the 
orientation process, and focusing on emergency care needs for the rural population. 
 In some circumstances, experienced gained from the DNP will enable the DNP graduate 
to educate the next generation of nurses (AACN, 2006).  The PIP serves several complementary 
purposes of (a) improving the quality of care for patients in rural CAH emergency care settings, 
(b) identifying gaps in the evidence and practice of APP orientation in rural emergency care 
settings, (c) developing partnerships with other professionals to facilitate optimal care, and (d) 
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incorporating teaching strategies and learning principles related to adult learning theory into the 
DNP project.  Information gained from the needs assessment and teaching strategies developed 
within the adult and pediatric trauma module will serve as a valuable resource for nurse 
educators.            
 Technology has become an integral part of providing quality patient care and 
transforming health care systems (AACN, 2006).  Perhaps the greatest impact made by the PIP is 
in the realm of information technology.  The PIP uses readily available online resources to 
improve patient care and the orientation process for APPs in rural emergency care settings.  
Standards for utilizing online resources were incorporated within the adult and pediatric trauma 
module.  Further, an essential component of the needs assessment was implementing an 
assessment through the computerized data collection program of Qualtrics.  DNP graduates must 
demonstrate technical skills and conceptual ability to extract data instrumental in improving 
patient care (AACN, 2006). 
Conclusion 
Advanced practice providers have become an important solution to the health care crisis 
in rural communities.  Increasingly, the role of advanced practice providers has expanded and 
evolved in order to meet the health care needs of patients in a variety of settings.  One of these 
settings is emergency care.  In several ways, the PIP reflected findings from the literature review.  
First, new graduate APPs and APPs without previous advanced practice emergency care 
experience are being hired into rural emergency care settings.  Second, APPs are utilized as the 
sole emergency care provider with a physician on call.  Third, it is not unusual for an APP to 
have less than a week of orientation to a rural emergency care setting.  Finally, a variety of 
educational methods and time frames are employed when orientating APPs to rural emergency 
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care settings.  Through a needs assessment, APPs recommended and prioritized desired strategies 
for learning the emergency care role.  By incorporating recommended learning strategies with 
adult learning theory, a self-directed adult and pediatric trauma module was developed.  It is 
hoped that the adult and pediatric module will be relevant and useful tool for APPs learning the 
emergency care role.   
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APPENDIX A. PERMISSION TO ADAPT SURVEY TOOL   
From: Ann Marie Hart [mailto:AnnMHart@uwyo.edu]  
Sent: Thursday, September 19, 2013 4:00 PM 
To: Christine Olson 
Subject: RE: Request to see questionnaire 
Hello –Thank you for your interest in the survey we did several years ago. You might be 
interested to know that I revised and re-administered the survey in 2012 and am getting ready to 
submit the results for publication now. –So, I’ve attached two documents: 1) a copy of the 
original 2004 survey (which was delivered by pen/paper) and 2) a copy of the 2012 survey 
(which was actually delivered electronically through Keysurvey – which is why the formatting is 
“off”. It looked much better electronically than it does in the attached PDF version!). 
You are welcome to adapt either the 2004 or 2012 surveys to your needs. I just ask that you 
credit my survey in any publications.  
Best wishes – Ann Marie 
Ann Marie Hart, PhD, FNP-BC 
Associate Professor 
NP Program Coordinator 
Fay W. Whitney School of Nursing 
University of Wyoming 
307-766-6564 - phone 
307-766-4294 - fax 
annmhart@uwyo.edu 
 
From: Christine Olson [mailto:chrolson@arvig.net]  
Sent: Thursday, September 19, 2013 1:56 PM 
To: Ann Marie Hart 
Subject: Request to see questionnaire 
 
Dr. Hart, 
I am a family nurse practitioner currently working in central Minnesota in a rural emergency 
room and hospital setting. I am also a DNP student at North Dakota State University, Fargo, 
North Dakota. I am looking at current practices for orientation of nurse practitioners in rural 
critical access hospital emergency rooms in Minnesota for my DNP scholarly project. 
I was very interested in your article “How well are nurse practitioners prepared for practice: 
Results of a 2004 questionnaire study” published in the Journal of the American Academy of 
Nurse Practitioners in 2007.  
I wanted to request, if possible, a copy of your developed questionnaire. I am interested in a few 
aspects related to how prepared nurse practitioners felt regarding the clinical areas; some of those 
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areas are also competencies for nurse practitioners in emergency care outlined by the Emergency 
Nurses Association in 2008.  
Would this be possible? 
Sincerely, 
Christine Olson, MS, FNP-BC 
320-815-0715 
13429 County Highway 42 
Parkers Prairie, MN 56361 
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APPENDIX B. BREAKDOWN OF COMPETENCIES FOR NPS AND PAS  
NURSE PRACTITIONER 
COMPETENCIES 
Emergency nurses association, 2008 
 
http://www.ena.org/practice-
research/Practice/Quality/Documents/NPComp
etencies.pdf 
 
PHYSICIAN ASSISTANT 
COMPETENCIES 
SEMPA (Pas in the ED) and 
Emergency Medicine CAQ (italicized) 
 
http://www.sempa.org/resources/pas-in-the-
ed/#sthash.RSQwjpFj.dpuf 
(CAQ—advanced knowledge above and 
beyond entry level generalist; 3000 hours 
already logged as PA in emergency medicine 
within 6 years) 
Management of patient health/illness status 
 Membership on medical staff, including 
hospital privileges and voting privileges 
 Active and ongoing involvement in the quality 
improvement activities in the department of 
emergency medicine 
Triages patients’ health needs/problems.  
Completes EMTALA-specified medical 
screening examination 
Performing a medical screening exam 
Responds to rapidly changing physiologic 
status of emergency care patients. 
 
Uses current evidence-based knowledge and 
skills in emergency care for the assessment, 
treatment, and disposition of acute and 
chronically ill and injured (e.g., physiologic, 
psychological, socio-economic, cultural) 
emergency patients. 
 
Instructing and counseling patients regarding 
mental and physical health, including but not 
limited to the following: diet, disease, 
prevention, treatment and normal development 
 
 
 
 
 
Specifically assesses and initiates appropriate 
interventions for violence, neglect, and abuse 
(e.g., physical, psychological, sexual, 
substance). 
 
Specifically assesses and initiates appropriate 
interventions and disposition for suicide risk. 
Assesses patient and family for levels of 
comfort (e.g., pain, palliative care, end of life, 
bad news) and initiates appropriate 
interventions. 
 
 103 
Recognizes, collects, and preserves evidence as 
indicated (e.g., forensic evidence). 
 
 
Orders and interprets diagnostic tests. Ordering and interpreting diagnostic laboratory 
tests, radiological studies or various other 
therapies. 
Performing diagnostic and therapeutic studies 
Orders pharmacologic and non-pharmacologic 
therapies. 
 
Ordering medications. 
Orders and interprets electrocardiograms. Ordering of EKGs with interpretation 
CAQ—electrocardiogram interpretation 
Orders and interprets radiographs. Ordering and initial interpretations of 
radiological studies 
CAQ—plain films (bone, soft tissues, 
abdominal series, etc) 
Assesses response to therapeutic interventions.  
Documents assessment, treatment, and 
disposition. 
Taking patient histories and performing 
physical examinations of a patient and 
recording or dictating the history and physical 
in the medical record. Orders may be written or 
verbal Establishing diagnostic decision-making 
 Administration of medications and injections 
CAQ—peripheral venous access 
 CAQ—CT scans, MRI’s.   
Professional role 
 Performing diagnostic/therapeutic procedures, 
subject to state regulation and PA 
training/experience. 
Performing such other tasks, not prohibited by 
law, in which the physician assistant has been 
trained and is proficient to perform 
Functions as a direct provider of emergency 
care services. 
 
 
Directs and clinically supervises the work of 
nurses and other health care providers. 
 
 
Participates in internal and external 
emergencies, disasters, and pandemics. 
 
 
Maintains awareness of known causes of mass 
casualty incidents and the treatment 
modalities required for emergency care. 
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Acts in accordance with legal and ethical 
professional responsibilities (e.g., patient 
management, documentation, advance 
directives). 
 
 Writing admission orders as requested by the 
accepting or admitting physician per hospital 
and department policy 
Airway, breathing, circulation, and disability procedures 
Assesses and manages a patient in 
cardiopulmonary arrest (e.g., neonatal 
resuscitation, leads code team, rapid response 
team). 
Advanced Trauma Life Support including all 
procedures 
Advanced Cardiac Life Support including all 
procedures  
Advanced Pediatric Life Support including all 
procedures 
CAQ—cardiac pacing, 
defibrillation/cardioversion, resuscitation 
cardiopulmonary, fluid resuscitation 
Assesses and manages airway (e.g., 
endotracheal intubation, ventilated patients). 
Intubation - Endotracheal/Nasal 
CAQ—intubation, mechanical ventilation, 
capnometry, non-invasive ventilator 
management.   
Assesses and obtains advanced circulatory 
access (e.g., intraosseous). 
Interosseous needle placement 
Venous access, peripheral/cutdown  
Central line placement 
CAQ—central venous access, intraosseous 
infusion 
Assesses and manages patients with disability 
(e.g., neurologic). 
 
 
Assesses and manages procedural sedation 
patients. 
Procedural sedation management 
CAQ—procedural anesthesia, conscious 
sedation 
 Arterial puncture and blood gas sampling 
CAQ—arterial access for diagnostics and 
placement of arterial lines 
Skin and wound care procedures 
Performs ultraviolet examination of skin and 
secretions (e.g., Woods Lamp). 
 
 
Treats skin lesions (e.g., foot callus, skin tag, 
plantar lesion, decubitus care). 
 
Wound care 
 
Injects local anesthetics. 
 
 
CAQ—local anesthesia 
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Performs nail trephination. 
 
Nail trephination/removal 
Removes toe nail(s) (e.g., partial or complete 
removal for ingrown toe nail). 
 
Performs a nail bed closure  
Performs closures (e.g., single layer, multiple, 
staple, adhesive). 
 
Laceration repair - simple intermediate, 
complex 
CAQ—superficial/deep wound closure 
Revises a wound for closure. 
 
Debrides minor burns (e.g., non-adhering 
blister). 
 
Debridement of burns, abrasions and abscesses 
Incises, drains, irrigates, and packs wounds. Abscess incision and drainage 
CAQ—incision and drainage, wound 
debridement, soft tissue aspiration 
Head, eye, ear, nose, and throat procedures 
Dilates eye(s). 
 
 
Performs fluorescein staining. 
 
 
Performs tonometry to assess intraocular 
pressure. 
 
Tonometery, ocular 
CAQ—tonometry  
Performs Slit lamp examination. 
 
Slit lamp diagnostic and rust ring removal 
CAQ—slit lamp examination 
Performs cerumen impaction curettage. 
 
 
Controls epistaxis. Epistaxis management 
CAQ—control of epistaxis  
Chest and abdomen 
 Emergency ultrasonography 
 Paracentesis 
Performs a needle thoracostomy for life-
threatening conditions in emergency situations 
(e.g., tension pneumothorax). 
 
Thoracentesis Thoracostomy tube insertion 
CAQ—thoracentesis, thoracostomy  
Replaces a gastrostomy tube. Nasogastric/Orogastric tube placement, lavage 
and management 
Neck, back, and spine procedures 
Clinically assesses and manages cervical spine. CAQ—clearing a cervical spine 
Performs lumbar puncture Lumbar puncture 
CAQ—lumbar puncture 
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Gynecologic, genitourinary, and rectal procedures 
Incises and drains a Bartholin’s cyst. 
 
 
Assists with imminent childbirth and post-
delivery maternal care. 
 
Obstetrical patient evaluation 
Removes fecal impactions.  
Incises thrombosed hemorrhoids.  
Performs sexual assault examination.  
 Anoscopy 
 Urethral catheter placement and management 
Extremity procedures 
 Regional block anesthesia including double 
cuff method/bier block 
Performs digital nerve block. 
 
CAQ—digital anesthesia 
Reduces fractures of small bones (e.g., fingers, 
toes). 
 
Fracture Reduction Immobilization techniques 
(spine, long bone, etc.) 
CAQ—fracture/dislocation management 
Reduces fractures of large bones with vascular 
compromise (e.g., traction splint). 
 
Fracture Reduction Immobilization techniques 
(spine, long bone, etc.) 
CAQ—fracture/dislocation management 
Reduces dislocations of large and small bones. 
 
Dislocation reduction management 
CAQ—fracture/dislocation management 
Applies immobilization devices (e.g., splint). 
 
Cast and Splint application 
Bivalves/removes casts. 
 
 
Performs arthrocentesis (e.g., knee, elbow). 
 
Arthrocentesis 
CAQ—joint aspiration 
Measures compartment pressure.   
 Extensor tendon repair 
Other 
Performs radio communication with 
prehospital units. 
 
 
Interprets patient diagnostics (e.g., vital signs, 
12-lead ECGs) as communicated by 
prehospital personnel. 
Ordering of EKGs with interpretation 
CAQ—electrocardiogram interpretation 
Removes foreign bodies (e.g., from orifices 
and soft tissue). 
Foreign body removal: ears, nose, rectum, soft 
tissue, throat, vaginal 
 Other interventions or procedures as directed 
by the supervising physician - 
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 Referring patients to appropriate specialists, 
health facilities, agencies and resources. Also 
referring and conversing with appropriate 
consultants in regard to patient management. 
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APPENDIX C. NEEDS ASSESSMENT INSTRUMENT 
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APPENDIX D. NDSU IRB APPROVAL  
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APPENDIX E. IRB APPROVAL FROM CENTRACARE HEALTH 
From: Schmidt, Tiffany  
Sent: Friday, May 30, 2014 9:03 AM 
To: Christine Olson (Nurse Practitioner) 
 
Subject:  
 
Good morning Christine! 
  
This email is to confirm that your project does not need to go to the SCH IRB as you will not be 
enrolling any patients nor will you be reviewing medical records. If this were to change in the 
future please let me know and we can work on the IRB application together.  
  
Please let me know if you have any additional questions. Good luck on your project! 
  
Thank you, 
  
Tiffany 
  
Tiffany Schmidt, CCRP 
Research Operations Officer 
Centracare Health System 
(320) 251-2700 ext. 54536 
From: Olson, Christine (Nurse Practitioner)  
Sent: Thursday, May 29, 2014 12:29 PM 
To: Schmidt, Tiffany 
Cc: Olson, Christine (Nurse Practitioner) 
Subject:  
  
Tiffany, 
  
I just wanted to follow up after our phone conversation earlier this week about my DNP project 
for North Dakota State University (NDSU), Fargo, ND. 
  
My project is "Emergency Care Education for Advanced Practice Providers in Rural Critical 
Access Hospitals".  I will be completing a needs assessment among rural advanced practice 
providers in the region.  The project includes creating an educational curriculum for new 
providers who begin practice in rural hospital emergency rooms.  IRB approval has been 
obtained from NDSU.    
  
The project will not involve interviewing or collecting any information from patients or 
reviewing medical records.       
  
 119 
If you could respond back to this email that St. Cloud Hospital IRB approval is not needed for 
this project, that would be very much appreciated.    
  
  
Christine Olson, MS, RN, FNP-BC, DNP-S 
Nurse Practitioner--CentraCare Health  
Doctor of Nursing Practice student--NDSU 
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APPENDIX F. EMAIL LETTER TO EMERGENCY DEPARTMENT DIRECTOR 
Dear Emergency Department Director or Administrator, 
 
My name is Christine Olson.  I am currently a family nurse practitioner and post master’s 
doctoral student at North Dakota State University.  I am asking for your help with a practice 
improvement project exploring current methods of education for advanced practice providers, 
both nurse practitioners and physician assistants, to emergency care settings in rural Critical 
Access Hospital Emergency Departments in Minnesota.  With this information, I plan to create 
an interprofessional educational curriculum for advanced practice providers in this setting. 
  
I am asking for your help in distributing my needs assessment tool to nurse practitioners 
(NPs) and physician assistants (PAs) who work at least 12 hours a month in your emergency 
department.  This would be distributed by forwarding this email to those NPs and PAs in 
your organization who work at least 12 hours a month in your emergency department.  All 
questionnaire responses will be kept confidential.  The questionnaire is anonymous and contains 
no personal identifying items.  All procedures for the study have been approved by the 
Institutional Review Board at North Dakota State University.  An anonymous link to the 
survey is below.        
  
If you do not currently utilize nurse practitioners or physician assistants in your emergency 
room, it would be very helpful if you would email me with that information.    
  
If you have any questions or comments, please feel free to contact me at 
christine.m.olson@my.ndsu.edu or call me at 320.815.0715.  You may also contact my advisor, 
Dr. Mykell Barnacle by email at mykell.barnacle@ndsu.edu or by phone at 701.231.7730.  You 
have rights as a research participant. If you have questions about the rights of human participants 
in research, or to report a problem, contact the North Dakota State University IRB Office by 
telephone at 701.231.8045, by e-mail at NDSU.IRB@ndsu.edu, or by mail at NDSU Sponsored 
Programs Administration, 1735 NDSU Research Park Drive, NDSU Dept 4000, PO Box 6050, 
Fargo, ND 58108-6050. 
  
Thank you again for your participation in this practice improvement project. 
  
Sincerely, 
  
Christine M. Olson, MS, RN, FNP-BC 
Family Nurse Practitioner and Doctoral Student 
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Follow this link to the Survey: 
${l://SurveyLink?d=Get Started on Needs Assessment for Emergency Care Education} 
Or copy and paste the URL below into your internet browser: 
${l://SurveyURL} 
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APPENDIX G. EMAIL LETTER TO APP 
NDSU North Dakota State University 
Department of Nursing 
Sudro Hall 136 
Fargo, ND 58108-6050 
701.231.5692 
  
Title of Practice Improvement Project:  Emergency Care Education for Advanced Practice 
Providers in Rural Critical Access Hospitals 
  
Dear Colleague, 
  
My name is Christine Olson.  I am currently a family nurse practitioner and post master’s 
doctoral student at North Dakota State University.  I am asking for your help with a practice 
improvement project exploring current methods of education for advanced practice providers to 
emergency care settings in rural Critical Access Hospital Emergency Departments in 
Minnesota.  This project includes both nurse practitioners and physician assistants.  If you 
currently practice in a Critical Access Hospital Emergency Department, I hope you will take a 
few minutes to answer the needs assessment questionnaire.  With this information, I plan to 
create an interprofessional educational curriculum for advanced practice providers in this 
setting.  
  
All questionnaire responses will be kept confidential.  The questionnaire is anonymous and 
contains no personal identifying items.  Your participation is entirely voluntary and your 
completion of the online survey implies your consent to participate.  You may change your mind 
or quit participating at any time, with no penalty.  All procedures for the study have been 
approved by the Institutional Review Board at North Dakota State University.     
  
Thank you in advance for your participation in my needs assessment.  I believe that this 
information will be vital for identifying best practices for education to rural emergency care and 
determining potential areas for improvement.  The questionnaire should take less than 10 
minutes to complete.  Completion of the survey will constitute your consent to participate in the 
survey. 
  
The survey will be available from July 1, 2014 through July 31, 2014.  To complete the survey, 
please click on the link below.  
  
If you have any questions or comments, please feel free to contact me at 
christine.m.olson@my.ndsu.edu or call me at 320.815.0715.  You may also contact my advisor, 
Dr. Mykell Barnacle by email at mykell.barnacle@ndsu.edu or by phone at 701.231.7730.  You 
have rights as a research participant. If you have questions about the rights of human participants 
in research, or to report a problem, contact the North Dakota State University IRB Office by 
telephone at 701.231.8045, by e-mail at NDSU.IRB@ndsu.edu, or by mail at NDSU Sponsored 
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Programs Administration, 1735 NDSU Research Park Drive, NDSU Dept 4000, PO Box 6050, 
Fargo, ND 58108-6050. 
  
Thank you again for your participation in this practice improvement project. 
  
Sincerely, 
  
Christine M. Olson, MS, RN, FNP-BC 
Family Nurse Practitioner and Doctoral Student 
  
Follow this link to the Survey: 
Emergency Care Education Needs Assessment 
Or copy and paste the URL below into your internet browser: 
https://ndstate.co1.qualtrics.com/SE/?SID=SV_0we81xr5XQI3si1&Preview=Survey&_=1 
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APPENDIX H. EMERGENCY CARE EDUCATION CURRICULUM OUTLINE 
CLINICAL CONDITIONS 
1. CARDIOPULMONARY 
a. Cardiac source: acute coronary syndrome, arrhythmia 
b. Heart failure 
c. Aortic dissection 
d. Pulmonary embolism  
e. Pneumonia 
f. Non-cardiac chest pain 
g. Cardiac arrest 
h. Pneumothorax  
i. Pediatric respiratory illness 
j. Asthma  
k. Chronic obstructive pulmonary disease  
2. METABOLIC  
a. DKA and HONK 
b. Hypoglycemia 
c. Hyper/hypokalemia 
d. Hyper/hypocalcemia 
e. Hyper/hyponatremia 
f. Thyroid storm/Myxedema coma 
3. NEUROLOGY  
a. Stroke/TIA 
b. Seizure 
c. Spinal emergencies—spinal epidural abscess, cauda equina 
d. Meningitis  
e. Migraines 
f. Bell’s Palsy 
g. Vertigo 
4. HEENT 
a. Peritonsillar abscess 
b. Epiglotitis 
c. Mastoiditis 
d. Epistaxis 
e. Ludwigs angina 
f. Dental emergencies 
g. Acute angle closure glaucoma 
h. Periorbital cellulitis 
i. Herpes zoster ophthalmicus  
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j. Foreign bodies 
5. MUSCULOSKELETAL 
a. Fracture management 
b. Dislocations 
c. Tendon lacerations  
d. Compartment syndrome 
6. GASTROINTESTINAL AND GENITOURINARY 
a. Bleed 
b. Pancreatitis 
c. Abdominal aortic aneurysm 
d. Appendicitis 
e. Testicular/Ovarian torsion 
f. Mesenteric ischemia 
g. Bowel obstructions, volvulus, intussusception  
h. Biliary disorders  
i. Tuboovarian abscess  
7. RENAL 
a. Acute kidney injury 
b. Stones 
c. Pyelonephritis  
8. INFECTIOUS DISEASE 
a. Sepsis 
b. Febrile neutropenia 
c. Septic joint 
d. Cellulitis  
e. Abscess  
f. PID 
g. Tick-borne illnesses 
9. ANAPHYLAXIS   
10. INGESTION 
a. Drug overdose 
b. Alcohol intoxication 
c. Other ingestions 
d. Farm accident exposures  
11. TRAUMA  
a. Hypo/hyperthermia 
b. Burns 
c. Shock 
d. Thoracic trauma 
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e. Abdominal and pelvic trauma 
f. Head trauma 
g. Spine and spinal cord trauma 
h. Musculoskeletal 
i. FAST ultrasound 
12. ACUTE PSYCH 
a. Excited delirium and psychosis 
b. Chemical dependency/withdrawal 
 
EMERGENCY CARE CONSIDERATIONS 
1. Patient satisfaction 
2. EMTALA and Medical Screening Examination 
3. Core measures and quality metrics 
4. Hospital resources and specialty availability 
5. Transitions in care 
a. Transfers 
b. Handoffs  
c. Admissions  
6. Care of dying patient/palliative care  
7. Emergency Medical Services—overview, prehospital care, etc.   
8. Culture care  
 
PROCEDURES 
1. HEENT:  Slit lamp, epistaxis (nasal cautery, packing, or balloon placement), foreign 
body (nose, ear, eye), peritonsillar abscess drainage, dental blocks, and tonometry.  
2. Endotracheal intubation, direct and videolaryngoscopy 
3. Rapid sequence intubation 
4. Procedural sedation and analgesia   
5. Transtracheal needle ventilation 
6. Cricothyrotomy 
7. Difficult airway algorithm 
8. Chest tube thoracostomy 
9. Cardiopulmonary resuscitation 
10. Cardiac defibrillation and synchronized cardioversion 
11. Transthoracic pacemaker use 
12. Intraosseous access 
13. Lumbar puncture 
14. Burn care and debridement 
15. I & D of subcutaneous abscess  
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16. Wound exploration and evaluation 
17. Nail trephination  
18. Laceration repair 
19. Interpretation of electrocardiograms 
20. Regional and local anesthesia 
21. Excision of thrombosed hemorrhoids 
22. Childbirth, emergent 
23. Arthrocentesis 
24. Joint injection 
25. Reduction of extremity fracture  
26. Reduction of joint dislocations 
27. FAST (ultrasound)  
28. Placement and removal of PEG tubes—Mickey 
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APPENDIX I. INSTRUCTIONAL PLANNING WORKSHEETS  
Table I.1. Emergency Care Core Competencies—Clinical Conditions 
Topic Area 
 
Learning Activities  Assessment 
Procedures/ 
Competency 
 Certification 
Courses 
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1. CARDIO-
PULMONARY  
X X X X      X    
2. METABOLIC X       X  X    
3. NEUROLOGY  X       X  X    
4. HEENT X       X  X    
5. MUSCULO-
SKELETAL 
X       X  X    
6. GASTRO-
INTESTINAL 
AND GENITO-
URINARY 
X       X  X    
7. RENAL X       X  X    
8. INFECTIOUS 
DISEASE 
X       X  X    
9. ANAPHYLAXIS   X       X  X    
10. INGESTION-
OVERDOSE 
X       X  X    
11. TRAUMA  X X      X  X    
12. ACUTE PSYCH X              
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Table I.2. Emergency Care Considerations 
 
 
Learning Activities  Assessment 
Procedures/ 
Competency 
 Certification 
Courses 
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1. Patient satisfaction X             
2. EMTALA and 
Medical Screening 
Examination 
X   X          
3. Core measures and 
quality metrics 
X             
4. Hospital resources 
and specialty 
availability 
X    X         
5. Transitions in care 
a. Transfers 
b. Handoffs 
c. Admissions 
X             
6. Care of dying 
patient/palliative 
care 
X             
7. Emergency 
Medical Services—
overview, 
prehospital care   
X   X X         
8. Culture care X       X  X    
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Table I.3. Emergency Care Core Competencies—Diagnostic and Therapeutic Procedures 
 
 
Learning Activities  Assessment 
Procedures/ 
Competency 
 Certification 
Courses 
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1. HEENT:  Slit lamp, 
epistaxis, foreign 
body, peritonsillar 
abscess, dental 
blocks, and 
tonometry.  
X X     X X  X    
2. Endotracheal 
intubation, direct 
and video 
X X X X X X X X  X X X  
3. Rapid sequence 
intubation 
X X  X   X X  X X X  
4. Procedural sedation 
and analgesia   
X X     X X  X X   
5. Transtracheal 
needle ventilation 
X X  X   X X   X X  
6. Cricothyrotomy X X  X   X X   X X  
7. Difficult airway 
algorithm 
X X  X   X X   X   
8. Chest tube 
thoracostomy 
X   X X  X X  X X X  
9. Cardiopulmonary 
resuscitation 
 
X X X X X X X X  X X X  
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Table I.3. Emergency Care Core Competencies—Diagnostic and Therapeutic Procedures 
(continued) 
 
 
Learning Activities  Assessment 
Procedures/ 
Competency 
 Certification 
Courses 
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10. Cardiac 
defibrillation and 
synchronized 
cardioversion 
X X X X X X X X  X X X  
11. Transthoracic 
pacemaker use 
X  X X  X X X  X X X  
12. Intraosseous access X  X X X X X X  X X X  
13. Lumbar puncture X      X    X   
14. Burn care and 
debridement 
X X         X   
15. I & D of 
subcutaneous 
abscess  
X         X    
16. Wound exploration 
and evaluation 
X X        X    
17. Nail trephination X         X    
18. Laceration repair X X     X   X    
19. Interpretation of 
electrocardiograms 
X X X X  X X X  X X X  
20. Regional and local 
anesthesia 
X         X    
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Table I.3. Emergency Care Core Competencies—Diagnostic and Therapeutic Procedures 
(continued) 
 
 
Learning Activities  Assessment 
Procedures/ 
Competency 
 Certification 
Courses 
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21. Excision of 
thrombosed 
hemorrhoids 
X         X    
22. Childbirth, 
emergent 
X   X    X   X X  
23. Arthrocentesis X         X    
24. Joint injection X         X    
25. Reduction of 
extremity fracture  
X X     X   X    
26. Reduction of joint 
dislocations 
X X     X   X    
27. FAST ultrasound  X X  X   X X  X X X  
28. Placement and 
removal of PEG 
tubes—Mickey 
X         X    
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APPENDIX J. NDSU AMENDMENT TO PREVIOUS IRB APPROVAL 
 
 134 
 
 135 
 
 136 
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APPENDIX K. INFORMED CONSENT TO USE EVALUATION DATA 
Title of Practice Improvement Project:  Emergency Care Education for Advanced Practice 
Providers in Rural Critical Access Hospitals 
 
Dear colleague, 
 
I have created an online, self-directed learning module on adult and pediatric trauma for 
advanced practice providers who practice in rural emergency care settings.  This is part of my 
practice improvement project at North Dakota State University in Fargo, North Dakota.   
 
I would like your feedback on whether this module will be useful to you in learning about adult 
and pediatric trauma.  Specifically, I would like to ask for your input both verbally during the 
presentation on the trauma module and as part of a post-presentation written evaluation.  I may 
eventually publish the trauma module and I ask for permission to use your answers as part of my 
final project and any potential publication.   
 
Your verbal input about the trauma module will be utilized to make improvements or 
adjustments as needed.  Verbal input will be grouped anonymously with others who are 
attending this educational session.  Additionally, the post-presentation written evaluation is 
anonymous, meaning that I do not want your name on the form.  I would like to know your role 
such as nurse practitioner, physician assistant, nurse, or physician and years of experience in 
order to demonstrate that a variety of stakeholders involved in rural emergency care attended the 
educational session.  The evaluation form should take less than 5 minutes to complete.   
 
You are free to leave the educational session at any time.  If desired, you may simply attend the 
educational session without providing any verbal or written input.  By providing any verbal 
and/or written feedback, you are agreeing to consent in this educational intervention.        
 
If you have any questions or comments, please feel free to contact me at 
christine.m.olson@my.ndsu.edu or call me at 320.815.0715.  You may also contact my advisor, 
Dr. Mykell Barnacle by email at mykell.barnacle@ndsu.edu or by phone at 701.231.7730.  If 
you have questions about the rights of human participants in research, or to report a problem, 
contact the North Dakota State University IRB Office by telephone at 701.231.8908 or toll-free 
at 1.855.800.6717, by e-mail at NDSU.IRB@ndsu.edu, or by mail at NDSU Sponsored 
Programs Administration, 1735 NDSU Research Park Drive, NDSU Dept 4000, PO Box 6050, 
Fargo, ND 58108-6050. 
 
 
Sincerely, 
 
 
Christine M. Olson, MS, RN, FNP-BC 
Family Nurse Practitioner and Doctoral Student 
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APPENDIX L. ADULT AND PEDIATRIC TRAUMA MODULE EVALUATION FORM  
 
1. What do you think will be the MOST HELPFUL aspect of the module? 
 
 
 
 
 
2. What do you think will be the LEAST HELPFUL aspect of the module?  
 
 
 
 
 
3.  Will this module be an effective form of education for a provider who is new to rural 
emergency care? 
 
 
 
4.  How could the module be improved? 
 
 
 
 
 
5.  How likely are you to use the module for self-directed learning in the next two months?  
 
 
 
Are there any other suggestions or comments? 
 
 
 
 
 
Role 
_____Nurse practitioner 
_____Physician assistant 
_____Nurse 
_____Physician 
_____First Responder or EMT 
_____Administrator or manager 
_____Other_____________________________ 
Years of Practice: 
_____< 1 year 
_____1-3 years 
_____5-10 years 
_____> 10 years 
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APPENDIX M. ADULT AND PEDIATRIC TRAUMA MODULE  
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APPENDIX N. EXECUTIVE SUMMARY 
 The practice improvement project (PIP), emergency care education for advanced practice 
providers (APPs) in rural critical access hospitals, included development, implementation, and 
evaluation of a self-directed learning module in the area of adult and pediatric trauma as the first 
component to the emergency care curriculum.   
Needs Assessment  
A needs assessment of APPs in 10 central Minnesota critical access hospitals (CAHs) 
was conducted using the Qualtrics online survey program.  Key objectives of the needs 
assessment were:  
 assess previous experiences of APPs prior to beginning practice in emergency care; 
 identify current methods of APP education or training to emergency care; and  
 summarize and prioritize recommendations for education and potential areas for 
improvement from APPs practicing in emergency care. 
Needs assessment results revealed that the time of orientation for APPs in emergency care 
ranged from less than one week to three months.  A variety of certifications included within the 
APP orientation process were Comprehensive Advanced Life Support (CALS), Basic Life 
Support (BLS), Advanced Cardiac Life Support (ACLS), Pediatric Advanced Life Support 
(PALS), and Advanced Trauma Life Support (ATLS).  Self-study methods utilized by APPs to 
learn the emergency care role included audio courses, reading books, and online study.   
Self-Directed Learning Module 
 Based on needs assessment results, a self-directed adult and pediatric trauma module was 
developed, implemented, and evaluated as one component of a comprehensive emergency care 
curriculum.  The module may be utilized for newly hired APPs on or before the first day of 
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orientation while complementing on-the-job clinical learning experiences.  Key elements of the 
module were established based on a comprehensive review of the literature and included: 
 Course title, description, and course objectives; 
 A recommended textbook;  
 Required and recommended certification courses; 
 Learning experiences designed to appeal to adult learners with individual differences 
for learning including readings, videos, interactive websites, and audiocasts; 
 Module instructions; 
 A post module examination with answers and rationale; and  
 A checklist to follow progress on completion of the module.   
A significant advantage considered in the module design was that APPs would not need to go to 
a website and sift through an abundance of material to find something appropriate for learning.  
In creating the trauma module, content within the module was screened by the researcher.   
On January 28, 2015, a one-hour presentation on the self-directed learning module was 
given at one rural Minnesota CAH.  Twenty-one stakeholders participated.  During 
implementation and evaluation of the module, APPs and stakeholders from one rural CAH 
offered unanimous positive feedback that the adult and pediatric trauma would be helpful for an 
APP beginning practice in a rural emergency care setting.  Fourth generation evaluation was the 
framework for evaluation of the module.  Based on stakeholder input, the module was adapted, 
revised, and resubmitted via email to all stakeholders for further review and input.  For the adult 
and pediatric module, the evaluation plan was put into action simultaneously with 
implementation of the module.                             
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Recommendations  
It is important to continue further development, implementation, and evaluation of the 
emergency care curriculum and other self-directed learning modules.  Goals arising from the PIP 
include (a) collecting further qualitative data at suggested intervals of three months, six months, 
and one year; (b) implementing the module for a new graduate APP; and (c) finding ways to 
evaluate actual learning and achievement of emergency care competencies.   
Continued development of self-directed learning modules as part of the emergency care  
curriculum is recommended.  Additionally, other APP suggestions from the needs assessment 
should be explored which were (a) provide learning opportunities within a larger volume 
emergency room, (b) simulation, and (c) periodic workshops or conferences.  Self-directed 
learning modules in the areas of cardiopulmonary disorders, airway and breathing, and sexual 
assault are currently being developed.  
Implications for Practice 
 This PIP provided a glimpse into the educational backgrounds and experiences that APPs 
bring to a role in rural emergency care.  APPs were able to recognize gaps in their experience 
and education.  Consistent with adult learning theory, APPs utilized self-directed learning 
methods to learn the emergency care role.  In creating a self-directed learning module for APPs 
in rural emergency care settings, a wealth of high quality, online, and free material was 
discovered.      
Conclusion 
Advanced practice providers have become an important solution to the health care crisis 
in rural communities.  Increasingly, the role of advanced practice providers has expanded and 
evolved in order to meet the health care needs of patients in a variety of settings.  One of these 
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settings is emergency care.  In several ways, the PIP reflected findings from the literature review.  
First, new graduate APPs and APPs without previous advanced practice emergency care 
experience are being hired into rural emergency care settings.  Second, APPs are utilized as the 
sole emergency care provider with a physician on call.  Third, it is not unusual for an APP to 
have less than a week of orientation to a rural emergency care setting.  Finally, a variety of 
educational methods and time frames are employed when orientating APPs to rural emergency 
care settings.  Through a needs assessment, APPs recommended and prioritized desired strategies 
for learning the emergency care role.  By incorporating recommended learning strategies with 
adult learning theory, a self-directed adult and pediatric trauma module was developed.  It is 
hoped that the adult and pediatric module will be relevant and useful tool for APPs learning the 
emergency care role.   
 
 
 
 
 
